Retrospective reporting of childhood experiences and borderline personality disorder features in a non-clinical sample: A cognitive-behavioural perspective by Carr, S
  
 
RETROSPECTIVE REPORTING OF CHILDHOOD FACTORS AND 
BORDERLINE PERSONALITY DISORDER FEATURES IN A NON-CLINICAL 
SAMPLE: A COGNITIVE-BEHAVIOURAL PERSPECTIVE 
 
 
 
 
 
 
 
 
by 
Steven Neville Carr, BAppSci(Psych&Psychophys), BA(Hons) 
 
 
 
A dissertation submitted in partial fulfillment of the requirements for the degree of 
Doctor of Psychology in Clinical Psychology 
Division of Psychology 
School of Health Sciences 
RMIT University 
June, 2006 
  
ii
DECLARATION 
I, Steven Neville Carr, certify that: 
1. except where due acknowledgement has been made, the work is that of 
mine alone; 
2. the work has not been previously submitted for a degree in any University, 
College of Advanced Education, or other educational institution, and to the 
best of my knowledge does not contain any material previously published or 
written by another author except where due reference is made in the text; 
3. the content of this thesis is the result of work which has been carried out 
since enrolment into the course; 
4. ethical principles and procedures specified in the School of Health Sciences 
Research Ethics Committee document have been adhered to in the preparation 
of this thesis. 
 
Steven N. Carr 
  
iii
ACKNOWLEDGEMENTS 
 The completion of this thesis was assisted by many people. First, I would like 
to thank my supervisor Dr. Andrew Francis for his excellent guidance and support 
throughout my candidature. A further thanks is extended to Dr. John Reece who 
assisted with data analysis. I would also like to thank Dr. Ray Wilks and staff 
members and students of the Division of Psychology. They were very supportive, 
particularly in the final stages of the writing of this thesis. 
 I would also like to thank all participants who gave up their time, completing 
questionnaires for the thesis. Finally, I would like to thank my family and friends who 
have been a super support not only through the writing of this thesis but also over my 
time as a psychology student. 
  
iv
TABLE OF CONTENTS 
DECLARATION ...................................................................................................... ii 
ACKNOWLEDGEMENTS...................................................................................... iii 
TABLE OF CONTENTS ..........................................................................................iv 
INDEX OF TABLES .................................................................................................1 
INDEX OF FIGURES................................................................................................3 
LIST OF ABBREVIATIONS.....................................................................................4 
ABSTRACT ..............................................................................................................8 
INTRODUCTION ...................................................................................................10 
CHAPTER 1: PERSONALITY DISORDERS .........................................................12 
1.1 Clinical Features........................................................................................................................... 12 
1.2 Prevalence of Personality Disorders............................................................................................. 16 
1.3 Gender Differences in Personality Disorders ............................................................................... 18 
1.4 Course and Stability of Personality Disorders.............................................................................. 21 
1.5 Comorbidity between Personality Disorders and Axis I Disorders .............................................. 23 
1.6 Limitations of the Categorical Approach ..................................................................................... 26 
 
CHAPTER 2: BORDERLINE PERSONALITY DISORDER ..................................31 
2.1 Clinical and Associated Features.................................................................................................. 31 
2.2 Course of BPD ............................................................................................................................. 38 
2.3 Diagnosis of Borderline Personality Disorder .............................................................................. 39 
2.4 Prevalence of Borderline Personality Disorder ............................................................................ 40 
2.5 Gender Differences in Borderline Personality Disorder............................................................... 41 
2.6 Comorbidity of Borderline Personality Disorder ......................................................................... 44 
2.6.1 Axis II Comorbidity .............................................................................................................. 44 
2.6.2 Axis I Comorbidity................................................................................................................ 46 
2.6.2.1 Eating Disorders and Borderline Personality Disorder..................................................................................... 47 
2.6.2.2 Mood Disorders and Borderline Personality Disorder...................................................................................... 47 
2.6.2.3 Anxiety Disorders and Borderline Personality Disorder .................................................................................. 49 
2.6.2.4 Substance Use Disorders and Borderline Personality          Disorder ............................................................... 50 
2.6.2.5 Implications for Comorbidity........................................................................................................................... 51 
2.7 The Five Factor Model and Borderline Personality Disorder....................................................... 52 
 
CHAPTER 3: COGNITIVE-BEHAVIOURAL THEORIES OF PERSONALITY 
DISORDERS ...........................................................................................................57 
3.1 Introduction to Cognitive-Behavioural Theories.......................................................................... 57 
3.2 Young’s Schema Theory .............................................................................................................. 59 
3.2.1 The Concept of Schema ........................................................................................................ 60 
3.2.2 Early Maladaptive Schemas .................................................................................................. 60 
3.2.2.1 Development of Early Maladaptive Schemas................................................................................................... 61 
  
v
3.2.3 Schema Domains................................................................................................................... 64 
3.2.3.1 Disconnection/Rejection Domain..................................................................................................................... 65 
3.2.3.2 Impaired Autonomy and Performance Domain................................................................................................ 66 
3.2.3.3 Impaired Limits Domain.................................................................................................................................. 67 
3.2.3.4 Other-Directedness Domain............................................................................................................................. 68 
3.2.3.5 Overvigilance and Inhibition Domain.............................................................................................................. 68 
3.2.4 Coping Strategies .................................................................................................................. 69 
3.2.5 Early Maladaptive Schemas and Borderline Personality Disorder........................................ 71 
3.3 Other Cognitive-Behavioural Theories ........................................................................................ 72 
 
CHAPTER 4: CHILDHOOD FACTORS AND BORDERLINE PERSONALITY 
DISORDER .............................................................................................................75 
4.1 Forms of Childhood Maltreatment ............................................................................................... 75 
4.1.1 Childhood Sexual Abuse ....................................................................................................... 75 
4.1.2 Childhood Physical Abuse .................................................................................................... 76 
4.1.3 Childhood Emotional Abuse ................................................................................................. 76 
4.1.4 Childhood Neglect................................................................................................................. 76 
4.2 Relationships between Different Forms of Childhood Maltreatment........................................... 77 
4.3 Childhood Sexual Abuse and Borderline Personality Disorder.................................................... 77 
4.4 Childhood Physical Abuse and Borderline Personality Disorder ................................................. 84 
4.5 Childhood Emotional Abuse and Borderline Personality Disorder .............................................. 85 
4.6 Childhood Neglect and Borderline Personality Disorder ............................................................. 87 
4.7 Childhood Familial Environments and Borderline Personality Disorder ..................................... 90 
 
CHAPTER 5: METHODOLOGICAL CONSIDERATIONS....................................97 
5.1 Issues in Retrospective Reporting ................................................................................................ 97 
5.1.1 Veracity of Retrospective Reporting ..................................................................................... 97 
5.1.2 Retrospective Reporting and Chain of Causation................................................................ 100 
5.1.3 Retrospective Reporting and Clinical Practice .................................................................... 101 
5.2 Reliability of Research Instruments ........................................................................................... 101 
5.3 The Use of Clinical Versus Non-Clinical Samples .................................................................... 102 
5.4 Self-Report vs Interview Measures of Axis II Pathology........................................................... 104 
 
AIMS AND HYPOTHESES ..................................................................................107 
CHAPTER 6: METHOD........................................................................................111 
6.1 Participants ................................................................................................................................. 111 
6.2 Measures..................................................................................................................................... 113 
6.2.1 Demographic Information: .................................................................................................. 113 
6.2.2 Measures of Childhood Maltreatment and Childhood Family Functioning: ....................... 113 
6.2.2.1 Parental Bonding Instrument:......................................................................................................................... 113 
6.2.2.2 Family Functioning Scale: ............................................................................................................................. 115 
6.2.2.3 Childhood Trauma Questionnaire: ................................................................................................................. 116 
6.2.3. Clinical Construct Measures............................................................................................... 118 
6.2.3.1 Personality Diagnostic Questionnaire, 4th Ed: ................................................................................................ 118 
6.2.3.2 Alcohol Use Disorders Identification Test: .................................................................................................... 122 
6.2.3.3 Drug Abuse Screening Test-10: ..................................................................................................................... 123 
6.2.3.4 Eating Attitudes Test-26: ............................................................................................................................... 125 
6.2.3.5 Post-traumatic Stress Disorder Checklist – Civilian Version: ........................................................................ 126 
6.2.3.6 Beck Depression Inventory (2nd Ed.):............................................................................................................. 127 
6.2.3.7 Beck Anxiety Inventory: ................................................................................................................................ 128 
6.2.4 Cognitive Belief and Schema Measures.............................................................................. 129 
6.2.4.1 Personality Disorder Belief Questionnaire and Personality Disorder Belief Questionnaire: .......................... 129 
  
vi
6.2.4.2 Young Schema Questionnaire-Short Form:.................................................................................................... 130 
6.3 Procedure.................................................................................................................................... 132 
6.4 Statistical Design and Procedures............................................................................................... 133 
 
CHAPTER 7: DATA SCREENING AND DEMOGRAPHIC RESULTS...............135 
7.1 Introduction ................................................................................................................................ 135 
7.2 Missing Values ........................................................................................................................... 135 
7.3 Detection of Outliers .................................................................................................................. 136 
7.4 Examination of Normality.......................................................................................................... 136 
7.5 Reliability Estimates and Descriptive Statistics ......................................................................... 138 
7.6 Demographic Variables .............................................................................................................. 143 
 
CHAPTER 8: DISCUSSION OF DEMOGRAPHIC RESULTS.............................157 
CHAPTER 9: TESTING OF HYPOTHESES AND RESEARCH QUESTIONS ....165 
9.1 Examining the Relationship Between Borderline Pathology and Commonly Comorbid Axis I and 
II Conditions..................................................................................................................................... 166 
9.2 Relationship between BPD and Retrospective Childhood Experiences ..................................... 168 
9.2.1 Correlations Between Borderline Personality Disorder Pathology and Retrospectively 
Reported Childhood Experiences ................................................................................................. 170 
9.2.2 Group Differences Between Individuals Reporting Abuse or Neglect and Individuals Not 
Reporting Abuse or Neglect ......................................................................................................... 171 
9.3 Correlations between Borderline Pathology, Dysfunctional Beliefs and Schemas .................... 172 
9.4 Principle Components Analyses................................................................................................. 174 
9.5 Logistic Regression Analyses..................................................................................................... 187 
9.5.1 Cognitive Mediation Hypothesis for Borderline Personality Disorder Symptoms.............. 187 
9.5.2 Specificity of Cognitive Mediation Hypothesis to Borderline Personality Disorder Symptoms
...................................................................................................................................................... 196 
9.5.3 Testing the Interaction Between Childhood Family Environment and Childhood 
Maltreatment ................................................................................................................................ 200 
9.5.4 Summary of Logistic Regression Results............................................................................ 202 
9.6 Alternative Statistical Tests for Examining the Interaction Between Childhood Maltreatment and 
Childhood Family Functioning ........................................................................................................ 203 
9.7 Path Analyses ............................................................................................................................. 205 
9.7.1 A Test of The Cognitive Mediation Hypothesis Via Path Analysis .................................... 205 
9.6.2 A Test of The Specificity of the Cognitive Mediation Hypothesis for Borderline Personality 
Disorder Symptoms Via Path Analysis ........................................................................................ 211 
9.6.3 Summary of Path Analysis Results ..................................................................................... 215 
9.7 Power Analyses .......................................................................................................................... 216 
 
CHAPTER 10: GENERAL DISCUSSION.............................................................219 
10.1 Axis I Comorbidity and Borderline Personality Disorder Symptoms ...................................... 219 
10.2 Axis II Comorbidity and Borderline Personality Disorder Symptoms ..................................... 223 
10.3 Childhood Maltreatment and Borderline Personality Disorder Symptoms .............................. 226 
10.4 Childhood Family Factors and Borderline Personality Disorder Symptoms............................ 232 
10.5 Early Maladaptive Schemas and Borderline Personality Disorder Symptoms......................... 235 
10.6 Cognitive Mediation Hypothesis .............................................................................................. 239 
10.7 Strengths and Limitations......................................................................................................... 244 
10.8 Future Directions...................................................................................................................... 248 
10.9 Summary and Conclusion ........................................................................................................ 250 
 
  
vii
APPENDIX A: PLAIN LANGUAGE STATEMENT ............................................251 
APPENDIX B: INFORMED CONSENT FORM ...................................................255 
APPENDIX C: QUESTIONNAIRE .......................................................................258 
APPENDIX D: MULTIVARIATE ANALYSES WITH BPD DIAGNOSIS AS A 
CATEGORICAL VARIABLE ...............................................................................294 
APPENDIX E: HISTOGRAMS .............................................................................303 
REFERENCES ......................................................................................................314 
  
1
INDEX OF TABLES 
Table 1 Brief Description and Prevalence of DSM-IV-TR Personality 
Disorders 
Table 2 Number of Participants Under and Over Specified Thresholds For 
Clinical Constructs Measured In The Current Study 
Table 3 Descriptive Statistics for Variables Related to Psychopathology 
Table 4 Descriptive Statistics for Variables Related to Retrospective Reporting 
of Childhood Events 
Table 5 Descriptive Statistics for Variables Related to Early Maladaptive 
Schemas and Core Beliefs 
Table 6 Means, Standard Deviations, and ANOVA Statistics For Study 
Variables Between Males and Females 
Table 7 Means, Standard Deviations, and ANOVA Statistics for Study 
Variables Between Participants Reporting Previous Psychological 
Treatment and Participants Not Reporting Previous Psychological 
Treatment 
Table 8 Means, Standard Deviations, and ANOVA Statistics for Study 
Variables Between Participants Reporting Previous Hospitalization for 
a Psychological Condition and Participants Not Reporting Previous 
Hospitalization for a Psychological Condition 
Table 9 Means, Standard Deviations, and ANOVA Statistics for Study 
Variables Between Participants Reporting Previous Medication Usage 
for a Psychological Condition and Participants Not Reporting Previous 
Medication Usage for a Psychological Condition 
  
2
Table 10 Pearson’s Correlations Between Borderline Personality Disorder 
Pathology and Commonly Comorbid Psychopathological Variables 
Table 11 Pearson’s Correlations Between Borderline Personality Disorder 
Pathology and Retrospective Reporting of Childhood Experiences 
Table 12 Pearson’s Correlations Between Borderline Personality Disorder 
Pathology, Early Maladaptive Schemas, and Core Beliefs 
Table 13 Childhood Factor Variables Component Loadings With Direct Oblimin 
Rotation 
Table 14 Childhood Family Functioning Variables Component Loadings With 
Direct Oblimin Rotation 
Table 15 Early Maladaptive Schema and Core Belief Variables Component 
Loadings With Direct Oblimin Rotation 
Table 16 Axis I Condition Variables Component Loadings With Direct Oblimin 
Rotation 
Table 17 Axis II Condition Variables Component Loadings With Direct Oblimin 
Rotation 
Table 18 Pearson’s Correlations Between Borderline Personality Disorder 
Symptomatology and Principle Components Analysis-Reduced 
Childhood, Cognitive, and Clinical Variables 
Table 19 Logistic Regressions Predicting Disconnection/Rejection Beliefs and 
Powerlessness Beliefs From Childhood Factor Variables 
Table 20 Two-Step Hierarchical Logistic Regression With Dichotomized 
Borderline Personality Disorder as the Dependent Variable  
Table 21 Logistic Regression Results For Investigation of Interaction Between 
Childhood Maltreatment and Childhood Family Environment 
  
3
INDEX OF FIGURES 
Figure 1 Summary of Logistic Regression Analyses 
 
Figure 2 Path Analysis Results for Cognitive Mediation Hypothesis 
 
Figure 3 Path Model Including Borderline Personality Disorder Symptoms and  
 
Other Axis I and Axis II Symptoms 
  
4
LIST OF ABBREVIATIONS 
A   Agreeableness 
AB   Abandonment 
AN   Anorexia Nervosa 
AN-BP  Anorexia Nervosa, Binge/Purge Sub-type 
APA   American Psychiatric Association 
ASPD   Antisocial Personality Disorder 
AVPD   Avoidant Personality Disorder 
AUDIT  Alcohol Use Disorders Identification Test 
BAI   Beck Anxiety Inventory 
BDI-II   Beck Depression Inventory (2
nd
 Ed.) 
BED   Binge Eating Disorder 
BN   Bulimia Nervosa 
BPD   Borderline Personality Disorder 
C   Conscientiousness 
CEA   Childhood Emotional Abuse 
CEN   Childhood Emotional Neglect 
CFA   Confirmatory Factor Analysis 
CPA   Childhood Physical Abuse 
CPN   Childhood Physical Neglect 
CSA   Childhood Sexual Abuse 
CTQ   Childhood Trauma Questionnaire 
DAST-10  Drug Abuse Screening Test (10 item version) 
DEPPD  Dependent Personality Disorder 
DI   Dependence/Incompetence 
  
5
DS   Defectiveness/Shame 
DIB-R   Diagnostic Interview for Borderlines (Revised Ed.) 
DSM   Diagnostic and Statistical Manual of Mental Disorders 
DSM-III  Diagnostic and Statistical Manual of Mental Disorders (3
rd
 Ed.) 
DSM-III-R Diagnostic and Statistical Manual of Mental Disorders (3
rd
 
Revised Ed.) 
DSM-IV-TR Diagnostic and Statistical Manual of Mental Disorders (4
th
 Text 
Revised Ed.) 
DUD Drug Use Disorder 
GAD  Generalized Anxiety Disorder 
GAF  Global Assessment of Functioning 
E  Extraversion 
EAT-26  Eating Attitudes Test (26 item version) 
ED  Emotional Deprivation 
EI  Emotional Inhibition 
EMS  Early Maladaptive Schema 
EN  Enmeshment 
Et  Entitlement 
FA  Failure 
FFM  Five Factor Model 
FFM-BI  Five Factor Model-Borderline Index 
FFS  Family Functioning Scale 
HPD  Histrionic Personality Disorder 
ICD-10  International Classification of Diseases (10
th
 Ed.) 
ID  Intellectual Disability 
  
6
IS  Insufficient Self Control/Self Discipline 
MA  Mistrust/Abuse 
MDD  Major Depressive Disorder 
MMPI  Minnesota Multiphasic Inventory 
MR  Multiple Regression 
N  Neuroticism 
NPD  Narcissistic Personality Disorder 
O   Openness to Experience 
OCPD   Obsessive-Compulsive Personality Disorder 
PBI   Parental Bonding Instrument 
PBQ   Personality Belief Questionnaire 
PCA   Principle Components Analysis 
PCL-C  Post Traumatic Stress Disorder Checklist-Civilian Version 
PD   Personality Disorder 
PDNOS  Personality Disorder Not Otherwise Specified 
PDQ-R  Personality Diagnostic Questionnaire (Revised Ed.) 
PDQ-4+  Personality Diagnostic Questionnaire (4
th
 Ed.) 
PPD   Paranoid Personality Disorder 
PTSD   Post Traumatic Stress Disorder 
SB   Subjugation 
SCHZPD  Schizoid Personality Disorder 
SCHZTPD  Schizotypal Personality Disorder 
SCID-II  Structured Clinical Interview for DSM-IV Axis II 
SIDP-IV  Structured Interview for DSM-IV Personality 
SP   Social Phobia 
  
7
SS   Self Sacrifice 
SI   Social Isolation 
SUD   Substance Use Disorder 
US   Unrelenting Standards 
VH   Vulnerability to Harm/Illness 
WHO   World Health Organization 
YSQ   Young Schema Questionnaire 
 
 
  
8
ABSTRACT 
The purpose of the current study was to investigate the relationship between 
Borderline Personality Disorder (BPD) symptoms and childhood experiences, and to 
explore the role of Early Maladaptive Schemas and core beliefs as variables possibly 
mediating this relationship. Previous research with clinical samples has established a 
strong link between childhood maltreatment and adult BPD (& other PD) symptoms 
in clinical samples. However, difficulties with these studies limit the specificity of 
results.  
For example, BPD has been shown to be highly comorbid with other axis I and 
axis II psychiatric conditions. Given that studies examining the relationship between 
BPD and childhood maltreatment generally fail to control for these comorbid 
conditions, the specificity of their results must be questioned. Furthermore, it has been 
well established that childhood familial environment is strongly related to childhood 
maltreatment. Again studies examining the relationship between BPD and childhood 
maltreatment have generally failed to concurrently assess childhood familial 
environments, hence opening the possibility that the relationship between BPD and 
childhood maltreatment may be due to family functioning rather than childhood 
maltreatment per se. Finally, studies linking childhood maltreatment with adult BPD 
have primarily utilized clinical samples. However, the primary use of clinical samples 
to examine the aetiology of disorders in this context ignores the vast literature 
showing adequate psychological functioning for the majority of individuals exposed 
to childhood maltreatment. Hence, the primary aim of the current study was to 
examine the relationship between childhood maltreatment and adult BPD symptoms 
in a primarily non-clinical sample whilst statistically controlling for commonly 
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comorbid axis I and axis II symptomatology and concurrently measuring childhood 
familial functioning. 
It was a secondary aim of the current study to examine the mediating effects of 
beliefs on the relationship between childhood factors (i.e., childhood maltreatment & 
childhood familial functioning) and adult BPD symptomatology. That is, cognitive-
behavioural theorists argue that personality disorders may be triggered by adverse 
childhood experiences leading to maladaptive beliefs (or schemas) related to the self, 
others, and the world, and it is these beliefs which lead to the behavioural 
disturbances evident in personality disorders. 
One hundred and eighty-five primarily non-clinical participants completed 
questionnaires measuring a variety of axis I and axis II symptoms, early maladaptive 
schemas and core beliefs, as well as retrospective reports of family functioning and 
childhood maltreatment. Results showed a significant relationship between childhood 
factors and adult BPD symptomatology. For example, the largest correlation between 
BPD symptoms and a childhood factor was .27 (for childhood emotional abuse). 
Furthermore, early maladaptive schemas and core beliefs were found to mediate the 
relationship between childhood factors and adult BPD symptomatology thus 
supporting cognitive-behavioural theories of personality disorders. However, early 
maladaptive schemas and core beliefs were also found to mediate the relationship 
between childhood factors and other Axis I and Axis II symptoms.  
Hence, it was concluded that while there was some support for a cognitive 
mediation hypothesis for BPD symptoms, future research is needed in exploring the 
specificity of the cognitive mediation hypothesis for BPD. 
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INTRODUCTION 
The introduction of the American Psychiatric Association’s (APA’s) third 
edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-III; APA, 
1980) brought about a novel approach to the way clinicians conceptualize and 
diagnose their patients/clients. Prior to DSM-III (APA, 1980), the DSM implicitly 
conceptualized psychiatric disorders similar to the medical model where clinicians are 
encouraged to assess for signs and symptoms and match these to a given psychiatric 
disorder. However, DSM-III (APA, 1980) introduced the multiaxial system of 
diagnosis which required clinicians to diagnose their patients across five different 
domains (called axes). This multiaxial system has been retained in subsequent 
editions of the manual. Axis I refers to clinical syndromes. Most psychiatric disorders 
belong to this axis and, while there are some exceptions (e.g., developmental 
disorders), the key characteristic of this axis is that the disorders that comprise this 
axis are symptomatic and episodic. For example, theoretically, a patient with major 
depressive disorder (MDD) is not always depressed. The nature of the disorder is that 
it “waxes and wanes” and symptoms tend to be in active or residual phases. This is in 
contrast to axis II disorders. The key characteristic of axis II is that the behaviour 
patterns are enduring and pervasive in their impact on functioning. Intellectual 
disabilities (IDs) and the personality disorders (PDs) comprise this axis.   
The fourth, text revised edition of the DSM (DSM-IV-TR; APA, 2000) 
defines a PD as an enduring pattern of inner experience and behaviour that is a 
marked deviation from cultural norms, is pervasive and rigid, has an onset in 
adolescence or early adulthood, and leads to distress and/or functional impairment. 
Hence, where axis I disorders tend to be symptomatic and episodic, axis II disorders 
tend to be long-standing. For example, an individual with Paranoid Personality 
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Disorder tends to be suspicious of others and believe others are malevolent most of 
the time and across different situations. This is in contrast to the experience of MDD 
(an example of an axis I disorder) where symptoms tend to “wax and wane”. 
A large body of research has now developed around the DSM axial 
classification of PDs although the antecedents and aetiology of each of the PDs 
remains largely obscure. However, an exception to this is Borderline Personality 
Disorder where a large body of clinical literature has recently accumulated. Generally 
this research shows that Borderline Personality Disorder is associated with reports of 
childhood abuse and neglect, usually occurring in the context of a dysfunctional 
family environment. 
This thesis adds to this body of literature by examining the childhood 
antecedents of Borderline Personality Disorder in a non-clinical sample. It also 
extends on this body of literature by examining the possible role early maladaptive 
schemas and core beliefs may have on the relationship between childhood 
maltreatment and adult Borderline Personality Disorder.  
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CHAPTER 1: PERSONALITY DISORDERS 
1.1 Clinical Features 
Consistently maladaptive patterns of behaviour, perceiving and relating to 
others and the environment characterize the patient with a PD (APA, 2000; Ward, 
2004). Most people with PDs do not contact mental health professionals, (although an 
exception is Borderline Personality Disorder to this pattern; Drake, Adler, & Vaillant, 
1988) perhaps because they lack insight into the maladaptive nature of their 
behaviours. Those that do contact mental health professionals tend to do so for issues 
only indirectly related to the PD (e.g., depression), not for the PD itself. Essentially, 
PDs are a chronic disturbance in relating to the self, others, and the environment that 
leads to personal distress or an inability to fulfill social obligations or roles. The 
behavioural disturbances evident in PDs must be consistently present across time and 
different situations to qualify for a PD diagnosis (APA, 2000).  
The DSM-IV-TR (APA, 2000) identifies 10 different PDs and provides 
specific criteria for each. Each of the 10 PDs is grouped into one of three clusters 
based on descriptive similarities. Cluster A, (the odd/eccentric cluster) consists of 
Paranoid Personality Disorder (PPD), Schizoid Personality Disorder (SCHZPD), and 
Schizotypal Personality Disorder (SCHZTPD). Typically, individuals with these PDs 
rarely present for treatment (P. Cohen, Crawford, Johnson, & Kasen, 2005). Cluster 
B, (the dramatic/emotional/erratic cluster) consists of Antisocial Personality Disorder 
(ASPD), Borderline Personality Disorder (BPD), Histrionic Personality Disorder 
(HPD), and Narcissistic Personality Disorder (NPD). Cluster B PDs are often the most 
commonly diagnosed (Zimmerman, Rothschild, & Chelminski, 2005) as the 
behaviour disturbances that define these PDs are often highly noticeable to others 
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(particularly BPD and ASPD). The final cluster (cluster C) is distinguished by anxiety 
and fearfulness and consists of Avoidant Personality Disorder (AVPD), Dependent 
Personality Disorder (DEPPD), and Obsessive-Compulsive Personality Disorder 
(OCPD). However, it must be noted that the clustering system of the DSM has been 
criticized and there is empirical evidence that the clustering system may be invalid 
(e.g., Yang, Bagby, Costa, Ryder, & Herbst, 2002). For example, using confirmatory 
factor analysis (CFA), Yang et al. (2002) reported that a randomly generated 
clustering system was statistically as good a fit as the DSM-IV-TR (APA, 2000) 
clustering system.  
The DSM-IV-TR (APA, 2000) also acknowledges that some individuals may 
not meet the diagnostic criteria for a single PD but may nonetheless show a mixture of 
symptoms from a number of PDs that leads to functional impairment or personal 
distress. Because of this, the DSM-IV-TR (APA, 2000) also has a “Personality 
Disorder Not Otherwise Specified” category (PDNOS). Finally, DSM-IV-TR (APA, 
2000) includes two PDs in its appendix, Depressive Personality Disorder, and 
Negativistic (or Passive-Aggressive) Personality Disorder which are also part of the 
PDNOS category. Table 1 below provides a brief clinical description of each PD and 
prevalence rates in the general population grouped into each of the DSM-IV-TR 
categories. 
  
14
 
Table 1 
Description and Prevalence of DSM-IV-TR Personality Disorders 
Personality Disorder Prevalence Brief Clinical Description 
Cluster A – Odd/Eccentric 
Paranoid 0.7-1.1% Marked mistrust of others, belief that others are 
malevolent and out to harm the individual. 
Mistrust of others has very little justification 
Schizoid >1% Restricted emotional expression, restricted 
interests, lack of desire for social contact 
Schizotypal 1.8% Odd or eccentric behaviour, discomfort in 
close interpersonal relationships, unusual 
cognitive or perceptual experiences 
Cluster B – Dramatic/Emotional/Erratic 
Antisocial 1.2-4.5% Lack of empathy, blatant disregard (& 
violation of) rights of others 
Borderline 1-2% Impulsivity, instability in sense of self, others, 
environment, affective instability, interpersonal 
instability, self-harm behaviours 
Histrionic 0.4-2% Exaggerated expression of emotion, marked 
attention seeking 
Narcissistic >1% Lack of empathy, excessive need for 
admiration from others, grandiosity 
Cluster C – Anxious/Fearful 
Avoidant 1.2-1.4% Feelings of personal inadequacy, 
hypersensitivity to criticism, avoidance of 
others combined with an emotional need for 
others 
Dependent 0.3-1.2% Excessive need to be taken care of by others, 
submissive and clinging behaviour toward 
others 
Obsessive-Compulsive 1-2% Marked preoccupation with perfectionism, 
orderliness, and control 
 
Sources: Samuels et al. (2002), Mattia and Zimmerman (2001) 
 
 
While most clinicians acknowledge that PDs are identified and diagnosed by a 
set of criteria, some assess PDs through a lack of progress in therapy, while others 
tend to exclude patients with PDs from treatment (Arntz, 1999). In addition, it is often 
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assumed that patients with PDs are more difficult to treat for axis I symptomatology 
than patients without PDs (Arntz, 1999; Dreessen, Arntz, Luttles, & Sallaerts, 1994).  
While there is some support for this contention, (e.g., Black, Bell, Hulbert, & 
Nasrallah, 1988; Nace, Saxon, & Shore, 1983; Thomas, Melchert, & Banken, 1999), a 
difficulty with studying PD patients is that they tend to have more axis I 
symptomatology than patients without PDs (Dreessen et al., 1994; J. G. Johnson et al., 
2005; Lenzenweger, Loranger, Korfine, & Neff, 1997; Mattia & Zimmerman, 2001; 
Zimmerman & Coryell, 1989). For example, in a sample of 1646 undergraduate 
students, Lenzenweger et al. (1997) found that individuals qualifying for a PD 
diagnosis were significantly more likely to meet the diagnostic criteria for major 
depression, bipolar disorder, dysthymia, alcohol dependence, social phobia (SP), and 
bulimia when compared to participants without a PD diagnosis. A difficulty with this 
tendency is that many studies providing evidence for the assertion that individuals 
with PDs have a poorer response to treatment than individuals without PDs have 
failed to control for initial axis I symptomatology (e.g., Black et al., 1988; Nace et al., 
1983; Thomas et al., 1999). Hence, differences found in the response to treatment 
between individuals with and without a PD diagnosis may be a function of the 
tendency for individuals with a PD to present with more initial (and often times more 
severe) axis I conditions. Consistent with this idea some studies (e.g., Dreessen et al., 
1994; Dreessen, Hoekstra, & Arntz, 1997; Mersch, Jansen, & Arntz, 1995) have 
found, after controlling for initial axis I symptomatology, that a PD diagnosis does not 
affect cognitive-behavioural treatment for anxiety disorders.  
 Suicidality tends to be another issue in individuals with PDs which may be a 
reason why clinicians tend to exclude patients with a PD from treatment. For example, 
Soloff, Lis, Kelly, Cornelius, and Ulrich (1994) reported that between 9% and 28% of 
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individuals who complete suicide meet the diagnostic criteria for a PD. However, the 
percentage is even higher in suicide attempters with 55% of this group meeting the 
diagnostic criteria for a PD (Soloff et al., 1994). Zimmerman and Coryell (1989) also 
reported that individuals with at least one PD diagnosis were seven times more likely 
to have made a suicide attempt compared to individuals without a PD.  
In addition to suicidality, PD symptoms have been found to predict violent 
offending behaviour in forensic populations (Hiscoke, Langstrom, Ottosson, & Grann, 
2003) and have also been found to be related to occupational and/or educational 
difficulties, marital problems, criminal behaviour, and general interpersonal 
difficulties (J. G. Johnson et al., 2005; Mattia & Zimmerman, 2001; Samuels et al., 
2002). There is also a strong line of evidence suggesting that individuals possessing a 
number of PD traits (not severe enough to warrant a diagnosis) are more functionally 
impaired or handicapped across a range of situations when compared to individuals 
without a PD diagnosis or traits (Jackson & Burgess, 2000; Nakao et al., 1992).  
Hence, PDs represent a chronic disturbance in relating to the self, others, and 
the environment that contributes to personal or interpersonal distress or an inability to 
fulfil social roles or obligations. Despite the fact that many clinicians fail to assess or 
address PD issues in their patients or clients, there is evidence to suggest that 
individuals with PDs are more likely to attempt or complete suicide and that PDs are 
related to a wide range of dysfunction including relationship distress, declined 
occupational functioning, and criminal behaviours. This suggests that clinicians 
should increase their focus on PDs.  
1.2 Prevalence of Personality Disorders 
As is the case for all psychiatric conditions, prevalence rates for PDs vary 
according to the population studied. For non-clinical samples, anywhere between 
  
17
6.5% (Jackson & Burgess, 2000; Lewin, Slade, Andrews, Carr, & Hornabrook, 2005) 
to 16% (Lenzenweger, Johnson, & Willett, 2004; Lenzenweger et al., 1997; 
Torgersen, Kringlen, & Cramer, 2001; Zimmerman & Coryell, 1989) meet the criteria 
for at least one PD. Other studies report prevalence rates around 10% (Samuels et al., 
2002) to 15% (Klonsky, Oltmanns, Turkheimer, & Fiedler, 2000). Furthermore, 
Klonsky et al. (2000) found that in addition to the 15% of individuals fulfilling the 
criteria for a PD, a further 8% meet sub-threshold criteria for a PD. Hence, 
problematic personality styles tend to be quite a prevalent problem within the general 
population.  
However, prevalence estimates may vary as a function of the diagnostic criteria 
used. For example, Lewin et al. (2005) and Jackson and Burgess (2000) used the 
World Health Organization’s (WHO’s) 10
th
 edition of the International Classification 
of Diseases (ICD-10; WHO, 1994) criteria to diagnose PDs whereas other studies 
(e.g., Lenzenweger et al., 2004; Lenzenweger et al., 1997; Samuels et al., 2002) have 
utilized the DSM-IV-TR (APA, 2000) criteria.  
Prevalence rates also tend to vary as a function of the type of sample. For 
example, clinical samples yield slightly higher prevalence rates for PDs and it is 
interesting to note that a diagnosis of at least one PD has been found to be more 
common than any single axis I diagnosis (e.g., Zimmerman et al., 2005). In terms of 
specific prevalence rates, Nakao et al. (1992) found that a quarter of their Japanese 
outpatient sample fulfilled the criteria for at least one PD. Alternatively, in a sample 
of 101 older adolescents in outpatient services, Chanen et al. (2004) found that 90% 
of the sample met the criteria for a PD over the two year study period. However, they 
also reported that just over half (55.2%) of the sample met criteria for any PD 
between baseline and two-year follow-up. Hence, these results show that prevalence 
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estimates can vary depending on the time frame used to assess PDs. Alternatively, in 
54 outpatients, Trull (1992) found that 39% met the criteria for at least one PD. More 
recently, however, Zimmerman et al. (2005) found that approximately one third 
(31.4%) of 859 psychiatric outpatients met the criteria for at least one of the 10 PDs 
officially recognized by DSM-IV-TR (APA, 2000) and almost half the sample 
(45.5%) met criteria for a PD when the miscellaneous category of PDNOS was 
utilized. Hence, anywhere between one quarter to one half of clinical outpatients met 
criteria for a PD. 
The prevalence of PDs in inpatient clinical samples tends to be slightly higher 
thus providing evidence for the decreased functionality associated with the PDs 
(Nakao et al., 1992). For example, in a sample of 564 inpatients, Fossati, Maffei et al. 
(1999) found that approximately 65% received at least one PD diagnosis while 
Oldham et al. (1995) found that 86% of their inpatient sample qualified for a 
diagnosis of at least one PD and Marinangeli et al. (2000) found that 73.7% of their 
156 inpatients satisfied criteria for at least one PD. Overall, in inpatient samples the 
prevalence rates tend to vary between 65% to approximately 90%. 
 Therefore, the evidence seems to indicate that while the prevalence rates of 
PDs tend to vary according to the population studied, generally speaking, PDs or 
personality-related dysfunction are quite prevalent across clinical and non-clinical 
samples. This makes PDs one of the more prevalent psychiatric conditions.  
1.3 Gender Differences in Personality Disorders 
While there are some exceptions (e.g., Carter, Joyce, Mulder, Sullivan, & 
Luty, 1999), generally, men and women are not found to differ in the number of PD 
diagnoses they receive (Nakao et al., 1992; Zimmerman & Coryell, 1989). However, 
clinical lore and the DSM-IV-TR (APA, 2000) report that, in clinical settings, PPD, 
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SCHZPD, SCHZTPD, ASPD, NPD, and OCPD are diagnosed more often in males 
than females while females are found to meet the diagnostic criteria for BPD, HPD, 
and DEPPD more often than males (APA, 2000; D. M. Johnson et al., 2003). Early 
empirical studies of differential prevalence rates found that HPD (D. A. Adler, Drake, 
& Teague, 1990; Kass, Spitzer, & Williams, 1983; Kroll et al., 1981; Reich & 
Troughton, 1988; Zimmerman & Coryell, 1989), BPD (Bernstein, Stein, & 
Handelsman, 1998; Kroll et al., 1981), DEPPD (Kass et al., 1983; Zimmerman & 
Coryell, 1989), and AVPD (Zimmerman & Coryell, 1989) were more common among 
women compared to men. However, perhaps these differential prevalence rates may 
have been a function of depressive disorders as these studies failed to control for 
comorbid axis I pathology. Depression has been found to be more common amongst 
women (e.g., Angst et al., 2000) and depression has been related to each of these PDs 
(e.g., Zanarini et al., 1998b) thus these differential prevalence rates may reflect gender 
differences in depression rather than PDs (Golomb, Fava, Abraham, & Rosenbaum, 
1995). 
A number of more recent empirical studies (e.g., Carter et al., 1999; Golomb 
et al., 1995; Grilo et al., 1996; Hiscoke et al., 2003; Jackson & Burgess, 2000; Lewin 
et al., 2005) using standardized assessment instruments have challenged the notion of 
substantial gender differences in the PDs, particularly in the direction of higher 
individual PD symptomatology in women (Carter et al., 1999; Golomb et al., 1995). 
For example, in a forensic sample of 168 Hiscoke et al. (2003) found no gender 
differences on any self-reported PDs as did Lewin et al. (2005) who used a 
computerized measure of personality pathology based on ICD-10 (WHO, 1994) 
defined PDs. In another non-clinical sample of Australian participants, no gender 
  
20
differences were found between any of the PDs, again with a self-report instrument 
(Jackson & Burgess, 2000). 
However, men have been found to meet the diagnostic criteria for OCPD 
(Golomb et al., 1995), PPD (Carter et al., 1999), SCHZTPD (Carter et al., 1999), NPD 
(Golomb et al., 1995), and ASPD (Golomb et al., 1995) more often than women. 
Furthermore, Carter et al. (1999) found that men met the diagnostic criteria for BPD 
more than women. These studies have controlled for axis I symptomatology by 
selecting only depressed outpatients. Therefore, differential prevalence rates in 
comorbid axis I symptomatology may not explain these differential prevalence rates. 
However, the results may only be generalisable to depressed outpatient samples and it 
is interesting to note that studies of general populations generally reveal no gender 
differences in any PD (e.g., Jackson & Burgess, 2000; Lewin et al., 2005). However, 
in a sample of 287 university students, McHoskey (2001) reported that men were 
more likely to report symptoms of PPD, SCHZPD, SCHZTPD, and ASPD when 
compared to women, while women were more likely to report symptoms of HPD and 
AVPD when compared to men. Alternatively, in a large community sample in 
Norway, Torgersen et al. (2001) found that men met the diagnostic criteria for 
SCHZPD, ASPD, NPD, and OCPD more often than women while women met the 
diagnostic criteria for HPD, AVPD, and DEPPD more often than men. 
There is also another line of evidence suggesting difficulties with the DSM 
criteria for PDs. For example, Sprock, Blashfield, and Smith (1990) found evidence of 
gender bias in DSM-III-R criteria. These researchers found that when undergraduate 
students (with no knowledge of PDs) rated the DSM-III-R (APA, 1988) criteria for 
PDs, BPD and DEPPD were seen as particularly feminine while ASPD and SCHZPD 
were seen as most masculine.  
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Hence, while gender differences have been found between the PDs and the 
DSM reports differential prevalence rates for the individual PDs, generally little 
gender differences emerge between the PDs when controlling for axis I symptoms 
either by sampling only depressed clinical samples or non-clinical samples. However, 
clinical studies seem to be quite consistent in reporting PPD, ASPD, NPD, and OCPD 
to be more common in males. The evidence seems to be contradictory in the case of 
some PDs (e.g., HPD, AVPD) but more consistent with others (e.g., PPD & ASPD). 
Moreover, community-based studies tend to report little gender difference between 
the PDs thus further supporting the argument that gender differences in PDs may 
reflect referral biases within clinical samples.  
1.4 Course and Stability of Personality Disorders 
By definition, PDs must be diagnosed in individuals no earlier than early 
adulthood (APA, 2000). This is presumably because personality traits tend to be 
unstable during childhood. In a community-based sample of 733, a longitudinal study 
by J. G. Johnson, Cohen et al. (2000) showed that PD traits tended to decrease from 
childhood to adulthood. They examined PD traits among five different age groups (9-
12 years, 13-16 years, 17-20 years, 21-24 years, & 25-28 years) and found that PD 
traits declined by approximately 48% between the 9-12 year old group compared to 
the 25-28 year old group. They also found an inverse relationship between age and 
number of PD traits. Given that this study was longitudinal, following participants 
over a number of years, this effectively rules out a cohort theory and is very good 
evidence for true decline in PD traits over time. Hence, these results show that PD 
traits tend to become less evident as an individual matures and gives empirical 
evidence for the DSM’s position of not diagnosing PDs during childhood. However, 
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J.G. Johnson, Cohen et al. (2000) also argued that while PDs may not be as stable as 
once thought, they may have a variable course. 
Chanen et al. (2004) extended this idea in their study of 101 older Australian 
adolescents from an outpatient service. Results of the study revealed that while 74% 
of the sample diagnosed with a PD at the beginning of the study received a PD 
diagnosis at the two-year follow-up, the stability of individual PDs was substantially 
lower. For example, while 10 participants met criteria for AVPD at baseline, only 
three participants met criteria for AVPD at a two-year follow-up. Hence, only 30% of 
individuals diagnosed with AVPD at baseline also received the same diagnosis at 
follow-up. Given the relatively higher stability of the “any PD” category and the 
relatively lower stabilities of the individual PD categories, these results suggest that 
while the overall construct of PD seems to endure, the endurance of individual PDs is 
relatively low. Perhaps over time, an individual may move from one PD diagnosis to 
another whilst still retaining the diagnosis of PD overall. 
By contrast, in a sample of 250 first year undergraduate students, 
Lenzenweger et al. (2004) found little stability of both individual PDs and the general 
construct of PD over a four-year period (from ages 18 to 21 yrs). The trend they 
discovered in this non-clinical sample was toward less PD features as age increased 
even in this highly restricted age sample. Given that the DSM-IV-TR (APA, 2000) 
criteria for a PD require that the PD begins by early adulthood and have a long-
standing course, these results contradict the idea of stability of PDs in early adults. 
However, it must be noted that Lenzenweger et al. (2004) and Chanen et al. (2004) 
utilized different interview-based assessment instruments for axis II diagnoses and 
this may account for the differing results. Of more note, the samples differed between 
the studies. Lenzenweger et al.’s (2004) study was a non-clinical student sample 
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whereas Chanen et al’s (2004) study was a clinical outpatient sample. Hence, these 
differing results may suggest that the stability of PDs may vary as a function of the 
population studied. It is reasonable to postulate that Lenzenweger et al’s (2004) non-
clinical sample consisted of less people with severe PD while Chanen et al.’s (2004) 
clinical sample consisted of more individuals with severe PD symptomatology. Thus, 
these differing results may imply that individuals with severe PD symptomatology 
exhibit more stability (as opposed to change) while individuals with less or sub-
clinical PD symptomatology may exhibit more change than stability. This thesis is 
supported by a further finding by Chanen et al. (2004) revealing that all 10 
participants (100%) who received inpatient care obtained a PD diagnosis both at the 
beginning and end of the two-year study compared to 69% of individuals who never 
received in-patient care. Hence, the stability of PDs may be a function of the severity 
of the PD. Nevertheless, it seems that PD symptoms tend to decrease as one matures 
(Jackson & Burgess, 2000; J. G. Johnson, Cohen et al., 2000). Therefore while, by 
definition, PDs are characterized by a long-standing (and presumably stable) course, 
recent empirical evidence seems to suggest a certain degree of change in the PDs, 
particularly in non-clinical samples.  
1.5 Comorbidity between Personality Disorders and Axis I Disorders 
 Considerable overlap between axis I and axis II disorders seems to exist, as 
well as considerable overlap within axis II (Lenzenweger et al., 2004; Lewin et al., 
2005; Zimmerman & Coryell, 1989). According to implications of DSM-IV-TR 
(APA, 2000), co-occurrence of psychiatric conditions are a result of chance (Van 
Velzen & Emmelkamp, 1996). However, some researchers (e.g., Van Velzen & 
Emmelkamp, 1996) estimate that approximately half of all patients with anxiety, 
eating, or depressive disorders are likely to fulfill criteria for a comorbid PD. This 
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indicates substantial comorbidity between the axis I and II disorders and this degree of 
overlap is difficult to explain in terms of chance occurrence. Because of this, many 
PD researchers and theorists do not agree that comorbidity is due to chance.  
 Studies of non-clinical samples further support the substantial comorbidity 
between axis I and axis II. For example, in a study of 250 first year undergraduate 
students, Lenzenweger et al. (2004) found that approximately 63% of participants 
who had a probable PD met the criteria for an axis I disorder compared to only 26% 
of participants without a PD. Furthermore, participants with a probable PD were 
found to have statistically significantly higher rates of MDD (37%), social phobia 
(17.1%) alcohol (10.1%) and drug dependence (3.1%) when compared to participants 
without a PD. However, drug abuse and bulimia (8.5%) were not found to 
significantly differ between participants with versus without a PD. In an Australian 
non-clinical sample, Jackson and Burgess (2000) found that anxiety and mood 
disorders were significantly more likely amongst those with a PD diagnosis. 
Clinical studies also find substantial comorbidity between axis I and axis II 
disorders with high prevalence rates for PDs found in substance abusing populations 
(e.g., Ball & Cecero, 2001; Kokkevi, Stefanis, Anastasooulou, & Kostogianni, 1998; 
Verheul, van der Brink, & Hartgers, 1998), eating disordered populations (e.g., 
Sansone, Levitt, & Sansone, 2005), individuals with mood disorders (e.g., Corruble, 
Ginestet, & Guelfi, 1996), and individuals with anxiety disorders (e.g., McGlashan et 
al., 2000). For example, in a sample of 856 outpatients, Zimmerman et al. (2005) 
found that axis I diagnoses of MDD, Generalized Anxiety Disorder (GAD), panic 
disorder, social phobia, and Post Traumatic Stress Disorder (PTSD) were significantly 
associated with a diagnosis of a PD. 
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There may be several reasons why there is such a strong relationship between 
axis I and axis II. First, is the vulnerability hypothesis in so far as a PD may 
predispose an individual to axis I pathology. Second, PDs may be viewed as sub-
clinical manifestations of a slowly evolving axis I disorder. Third, a chronic and 
enduring axis I disorder may develop into a PD. For example, it may be hypothesized 
that a particularly long course of SP may develop into AVPD if it is chronic and 
persisting. Fourth, while independent entities, PDs and axis I pathology may be 
related by a third common factor; that is, an unknown variable may mediate the 
relationship. Lastly, axis I and II disorders may be alternate representations of the 
same genetic deformities (Van Velzen & Emmelkamp, 1996). 
Comorbidity between the PDs is also very common and has been a source of 
criticism for the DSM system of classifying personality pathology. For example, 
McGlashan et al. (2000) found that PPD and SCHZPD significantly co-occurred with 
SCHZTPD, and ASPD and DEPPD significantly co-occurred with BPD. In fact, BPD 
has been found to significantly co-occur with most PDs (e.g., Marinangeli et al., 2000; 
Nakao et al., 1992). It has been argued that the high comorbidity between the PDs 
may be a function of shared axis I symptomatology or similarity in the diagnostic 
criteria of PDs (Marinangeli et al., 2000). 
Hence, it seems that there is not only large overlap between the different PDs 
but there also seems to be large overlap between the PDs and axis I disorders. While 
there may be a variety of reasons for this overlap, the implication seems to be that 
studies examining the aetiology of any one PD also need to measure all other PDs and 
axis I pathology in order to increase the specificity of results (P. Cohen et al., 2005). 
For example, if an aetiological variable id found to be related to a PD without 
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concurrent measurement of other psychiatric conditions, one cannot be certain if the 
relationship is confounded by comorbid symptoms.  
1.6 Limitations of the Categorical Approach 
Substantial comorbidity has led some to criticize the categorical approach to 
the diagnosis of the PDs. Problems cited with the categorical approach include the 
high prevalence of PDNOS (Chanen et al., 2004; J. G. Johnson et al., 2005; 
Lenzenweger et al., 1997; Morey & Zanarini , 2000; Pilkonis, Heape, Ruddy, & 
Serrao, 1991; Van Velzen & Emmelkamp, 1996; Verhaul & Widiger, 2004) high 
comorbidity between the PDs (see section 1.5), the absence of a clear distinction 
between normal and abnormal personality (Van Velzen & Emmelkamp, 1996; Westen 
& Shedler, 1999a; Widiger, Miele, & Tilly, 1992) and longitudinal superiority of a 
dimensional approach to PD assessment compared to categorical PD assessment 
(Skodol, Oldham et al., 2005).  
For example, in a university sample of 1646 Lenzenweger et al. (1997) 
reported that the most common PD diagnosis was PDNOS (with a prevalence of 
5.5%). Similarly, in a sample of 101 older adolescents undergoing treatment in an 
outpatient service, Chanen et al. (2004) found that PDNOS was consistently the most 
prevalent PD (prevalence estimates ranged from 28.1% to 10.4%) as did Pilkonis et 
al. (1991) who found that 13 of their 28 depressed patients identified as having a PD 
“were judged to be mixed, with a blend of features across several disorders even 
though no single disorder reached threshold” (p. 49-50).  There is also some evidence 
to suggest that just over half of inpatients may meet the criteria for PDNOS (Morey & 
Zanarini , 2000) and that PDNOS is a more common diagnosis in community-based 
samples when compared to the prevalence of officially recognised cluster A, B, or C 
PDs (J. G. Johnson et al., 2005). Furthermore, it has been shown that individuals with 
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a diagnosis of PDNOS show a similar level of dysfunction to those with cluster A, B, 
or C PDs (J. G. Johnson et al., 2005). Concurrent axis I disorders, interpersonal 
difficulties, educational difficulties, and suicide attempts are found to be as common 
in individuals with a PDNOS diagnosis when compared to individuals with a cluster 
A, B, or C PD diagnosis (J. G. Johnson et al., 2005). Hence, given the seemingly high 
prevalence of PDNOS and the similar level of dysfunction of individuals with 
PDNOS (when compared to individuals with a cluster A, B, or C PD diagnosis) this 
suggests that the DSM’s coverage of personality pathology may be inadequate. 
However, a similar argument could be made for eating disorders with a large 
percentage of patients being diagnosed with eating disorder not otherwise specified 
(e.g., Fairburn & Bohn, 2005; Herscovici, Bay, & Kovalskys, 2005). Hence, the limits 
of the categorical approach are not exclusive to the PDs. 
The categorical approach also results in practical limitations to diagnosis. For 
example, it has been reported that clinicians find it difficult to differentiate between 
BPD and mood disorders and other PDs (Jonas & Pope, 1992; Reich, 1992; Widiger 
et al., 1992). Some researchers (e.g., Parker et al., 1996; Van Velzen & Emmelkamp, 
1996; Widiger et al., 1992) argue that the distinction between these constructs and 
between PD and “normal” personality is arbitrary and has little empirical support 
while Westen and Shedler (1999a) argue that the categorical system artificially tries to 
dichotomize continuous variables. Evidence for this argument has been produced by 
Trull, Widiger, and Guthrie (1990) who showed, using Maximum Covariance 
Analysis, that BPD and dysthymia were more consistent with a dimensional approach 
while gender was shown to be consistent with a categorical approach. However, this 
argument is not unique to PDs and also is true for axis I disorders with criticism being 
directed to the dichotomy of mental disorders in general (Arntz, 1999).  
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Also, because the DSM-IV-TR’s (APA, 2000) definition of PDs requires only 
some criteria to be met (e.g., in BPD a minimum of five of nine criteria needs to be 
met for a diagnosis) the diagnosis of a PD can have differing expressions in different 
individuals. However, all these individuals would receive the same DSM-IV-TR 
(APA, 2000) diagnosis. Widiger et al. (1992) argue that, while this does acknowledge 
the heterogeneity of the PD construct, the fact that only one diagnosis is given limits 
the usefulness of the diagnosis; “a substantial amount of information is lost by the 
categorical distinction” (p.107). Furthermore, Westen and Shedler (1999a) argue that 
the DSM-IV-TR (APA, 2000) system is limited because of the lack of attention to 
weighting criteria. Studies have shown that some DSM-IV-TR (APA, 2000) criteria 
are more indicative of a PD diagnosis than others (e.g., Nurnberg et al., 1998) and no 
published research exists to support the specified clinical cut-offs for the PDs (Parker 
et al., 1996; Skodol et al., 2002). However, the argument related to polythetic criteria 
resulting in large heterogeneity in the PD concept can also be directed against some 
axis I disorders. For example, Arntz (1999) points out that there are 7814 different 
ways that an individual can meet the diagnostic criteria for panic disorder. Arntz 
(1999) further points out that the common use of polythetic criteria in medicine.  
In addition, large overlap exists between diagnostic criteria for PDs such that 
the norm is usually an individual who meets criteria for one PD is likely to meet the 
criteria for at least one other (Westen, 1997) and possibly four to six more (Westen & 
Shedler, 1999a). Hence, the specificity of the individual PDs has been questioned as 
well as the discriminant validity of the DSM-IV-TR (APA, 2000) classification 
system. The validity of OCPD in particular has been questioned in the past (Farmer & 
Chapman, 2002) 
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However, a recent study by Morey et al. (2004) produced evidence that the 
PDs may represent truly syndromal conditions. These researchers examined change in 
the individual criteria over a two year period for four PDs (BPD, OCPD, AVPD, & 
SCHZTPD). They showed that generally (and especially for BPD) individual criteria 
for a specific PD predicted change in the PD diagnosis more than it predicted change 
in the PD diagnosis of other PDs. Hence, the syndromal nature of the classes of PDs 
identified by DSM seems to have some validity. However, it must be noted that only 
four PDs were studied thus the question of whether these results can generalize to all 
PDs remains. 
Finally, some researchers have argued that the categorical approach taken by 
DSM-IV-TR (APA, 2000) may help explain why follow-up studies on the stability of 
PDs may vary. Skodol, Gunderson et al. (2005) showed that, when viewed 
dimensionally by counting the amount of diagnostic criteria met, PDs showed much 
more stability than categorical diagnoses. Moreover they found that individual criteria 
showed more stability than others. For example, this study group (McGlashan et al., 
2005) found that for BPD affective instability tended to be the most stable criterion 
over two years whilst self-mutilation was the least stable over two years (McGlashan 
et al., 2005). Hence, Skodol, Gunderson et al. (2005) have proposed that the 
diagnostic criteria for the PDs may be divided into stable personality traits which are 
exaggerated “normal” personality traits in individuals with a PD and dysfunctional or 
compensatory behaviours which are behavioural methods used by an individual to 
manage the discomfort caused by their exaggerated personality traits. Hence, an 
individual with BPD may self-mutilate to cope with affective disturbances. This may 
give justification to the apparent contradiction in the apparent stability of PDs when 
measured dimensionally and the apparent temporal nature of the PDs when measured 
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categorically. At any given time, an individual may use different compensatory 
behaviours (e.g., self-mutilation vs. desperately clinging to significant others) to cope 
with the same underlying dysfunctional personality trait. Hence, while still meeting 
the diagnostic criteria of affective instability the individual may not, at a particular 
point in time meet the criteria of self-mutilation. Therefore, the individual may not 
meet the full diagnostic criteria for BPD but the underlying personality dysfunction 
may still be apparent. Hence, a categorical approach to PDs would count this 
individual as no longer meeting diagnostic criteria whereas a dimensional approach 
where criteria are counted would more clearly reflect the personality functioning of 
the individual (McGlashan et al., 2005). 
It now seems clear that a categorical approach to the diagnosis and 
classification of PDs is inadequate. A more useful conceptualization of the PDs may 
involve a symptom count, thus being more consistent with a dimensional approach. 
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CHAPTER 2: BORDERLINE PERSONALITY DISORDER 
2.1 Clinical and Associated Features 
BPD is a diagnosis which is overused and misused and it has been argued that 
BPD may be overdiagnosed in women (Widiger & Trull, 1993). Of all the PDs, 
however, BPD is one of the more common with approximately a two per-cent 
prevalence in the general population (APA, 2000; J. G. Johnson, Smailes, Cohen, 
Brown, & Bernstein, 2000; Klonsky et al., 2000; Kraus & Reynolds, 2001). It has 
been argued that the BPD patients’ difficulties with adaptive functioning and their 
personal anguish is more severe than that of individuals with non borderline cluster B 
PDs (Kraus & Reynolds, 2001) or axis I disorders (Conklin & Westen, 2005). For 
example, Conklin and Westen (2005) found that global assessment of functioning 
(GAF) scores in BPD outpatients were significantly lower than that of a comparison 
group of dysthymic outpatients, suggesting increased psychosocial difficulties for 
BPD patients. Furthermore, BPD has a high association with suicidal, parasuicidal, 
and general self-destructive behaviours (Brodsky, Cloitre, & Dulit, 1995; Rietdijk, 
van den Bosch, Verhaul, Koeter, & van den Brink, 2001; Welch & Linehan, 2002) 
and BPD has also been associated with self-harm (e.g., Chapman, Specht, & Celluci, 
2005).  
In fact manipulative suicidal efforts (or parasuicide) have been described as 
one of several features discriminating BPD from other PDs (Zanarini ,Gunderson, 
Frankenburg, & Chauncey, 1990) and parasuicidal behaviour is often preceded by 
interpersonal stressors (Welch & Linehan, 2002). These kinds of behaviours result in 
a large drain on emergency room and mental health resources (Boutrous, Torello, & 
McGlashan, 2003) and may be a reason why BPD patients are one of the highest users 
of inpatient facilities (Welch & Linehan, 2002). 
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Furthermore, statistics show that about three out of four individuals with a 
BPD diagnosis report at least one past suicide attempt (Conklin & Westen, 2005; 
Kraus & Reynolds, 2001; Soloff et al., 1994). However, the norm is usually repeated 
suicide attempts, with a diagnosis of BPD being linked to a history of multiple suicide 
attempts (Forman, Berk, Henriques, Brown, & Beck, 2004). In fact, Yen et al. (2003) 
found that a baseline diagnosis of BPD significantly predicted suicide attempts two 
years later, over and above that of other PDs (i.e., SCHZTPD, AVPD, OCPD), 
common axis I conditions (MDD, Panic, PTSD, alcohol use disorders) and a past 
history of self-harm. In fact, the majority of identified suicide attempters in this study 
(77.6%) met criteria for BPD and approximately one in five BPD patients made a 
suicide attempt in the two year interval of the study. Similarly, in a sample of 84 
BPD-diagnosed in-patients, Soloff et al. (1994) found, on average, BPD patients 
report 3.39 lifetime suicide attempts. These findings illustrate the desperation of the 
BPD patient and the need for treatments to address their difficulties. Finally, 
approximately 10% of individuals diagnosed with BPD die by suicide (Black, Blum, 
Pfohl, & Hale, 2004; Kraus & Reynolds, 2001). This makes BPD one of the more 
lethal and psychosocially destructive psychiatric diagnoses. 
Related to suicide and parasuicide is another form of self-harm that is 
particularly common (though not specific) to BPD (Stanley, Gameroff, Michalsen, & 
Mann, 2001; Zanarini et al., 1990; Zlotnick, Mattia, & Zimmerman, 1999). Self-
mutilation refers to self-inflicted injury without the intent to die (Black et al., 2004) 
with the most common forms consisting of cutting or burning or variants of this 
(Stanley et al., 2001). Reportedly, self-mutilation is very common in BPD with 
prevalence estimates as high as 80% (Brodsky et al., 1995; Shearer, Peter, Quaytman, 
& Wadman, 1988; Soloff, Lynch, & Kelly, 2002). The danger with these behaviours 
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is that often they may lead to accidental death presumably because the self-mutilator 
tends to underestimate the lethality of their self-harm or suicide attempts (Stanley et 
al., 2001).  
 BPD patients also tend to be very high utilizers of mental health resources, 
when compared to individuals with other mental disorders or other PDs (Conklin & 
Westen, 2005; Zanarini , Frankenburg, Khera, & Bleichmar, 2001). In a study of 290 
BPD patients and 72 Axis II controls, Zanarini et al. (2001) found that BPD patients 
received more therapy (both individual & group), and self-help groups compared to 
axis II controls. Day and residential treatment, multiple psychiatric hospitalizations, 
and drug treatments, were also more common amongst BPD patients when compared 
to the Axis II controls. BPD patients were also found to be significantly younger than 
non-BPD patients at their first individual therapy session and at the time of their first 
psychotropic medication consumption when compared to axis II controls. In fact, in 
their study of 92 participants meeting criteria for BPD, Critchfield, Levy, and Clarkin 
(2004) reported a mean age of 17 years for first contact with psychiatric treatment. 
Similar to Zanarini et al. (2001), Critchfield et al. (2004) found that BPD patients 
received significantly more psychiatric hospitalizations (7.1 vs. 2.0), significantly 
more time in individual psychotherapy, significantly more weeks in a psychiatric 
hospital (38.2 vs. 15.1), significantly more medications (5.8 vs. 2.5), and significantly 
more months on medications (3 vs. 1.7) when compared to Axis II controls. Similarly, 
Conklin and Westen (2005) found that BPD patients were significantly more likely to 
have been previously hospitalized for a psychiatric condition than a control sample of 
dysthymic patients with 63% of BPD patients having a history of at least one 
psychiatric hospitalization (compared to only 18.5% of dysthymic patients). These 
results show that BPD patients may be a major strain on the mental health system 
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even when compared to other individuals with PDs (rather than a comparison to the 
general population) or individuals with axis I conditions. 
However, rather than reflect the impact of BPD on patients, the multiple 
hospitalizations of BPD patients may reflect an over-conservative approach to the 
management of BPD by mental health professionals. Because suicidality and threats 
of suicide are hallmark features of BPD, many mental health professionals, fearing 
litigation, tend to hospitalize these patients (Paris, 2004; Sansone, 2004). The 
downside of this is hospitalization tends to foster more nursing and caring toward the 
patient, thus reinforcing the very behaviour the clinician wants to discourage 
(Sansone, 2004). 
While the above symptoms of self-mutilation and self-harm tend to be the 
most recognizable symptoms, BPD is also characterized by a number of other 
diagnostic criteria. In fact, there are 247 different ways to meet the diagnostic criteria 
for BPD (Arntz, 1999). Hence, BPD refers to a heterogeneous population and it has 
been argued that the criteria for BPD consist of personality traits, symptomatic 
behaviours and symptoms (Sanislow et al., 2002). Interpersonal difficulties, identity 
disturbance, and marked impulsivity seem to be the most central deficits in BPD 
patients (Burgmer, Jessen, & Freyberger, 2000; Fossati, Maffei et al., 1999; Nurnberg, 
Hurt, Feldman, & Suh, 1988) and individuals meeting the criteria for BPD seem to 
have deficits related to affective and behavioural control (or impulsivity), and the 
establishment and maintenance of stable interpersonal relationships (Skodol et al., 
2002). 
Factor analytic studies have shed further light on the core deficits in BPD. For 
example, Clarkin, Hull, and Hurt (1993) performed a factor analysis on the eight 
DSM-III (APA, 1980) criteria for BPD. Three factors emerged: Factor I consisted of 
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feelings of emptiness/boredom, identity disturbance, unstable relationships, and 
abandonment fears. This was named self-image and interpersonal relations. Factor II 
consisted of unstable relationships, suicidality, anger, labile affect and was named 
affect regulation. Factor III consisted of impulsive behaviours (different from self-
destructive acts) such as compulsive buying, alcohol/drug binges, food binging, 
reckless driving, or shoplifting (Clarkin et al., 1993).  
Similarly, a recent study by Sanislow et al. (2002) utilized confirmatory factor 
analysis (CFA) to show that a three factor solution was a statistically better fit to the 
nine DSM-IV-TR (APA, 2000) criteria for BPD than a one factor solution. These 
factors were identified as disturbed relatedness (unstable relationships, identity 
disturbance, chronic emptiness, paranoid ideation), behavioural dysregulation 
(impulsivity, self destructive behaviours), and affective dysregulation (affective 
instability, anger, abandonment fears). This factor structure has been further supported 
with other studies of DSM-IV-TR (APA, 2000) criteria (e.g., Blais, Hilsenroth, & 
Castlebury, 1997). Hence, the core dimensions of dysfunction for the BPD patient 
seem to be in areas related to interpersonal instability, affective instability, and 
impulsivity. Perhaps because of these core deficits, BPD patients have been described 
as stable in their instability (Grinker, 1979). 
The separation of impulsive behaviours and affective instability has also been 
supported by Berlin and Rolls (2004). These researchers found that while time 
perception (a subjective experience of the amount of time passed) was significantly 
related to impulsiveness, they found no relationship between time perception and 
affective instability. Hence, they proposed that the impulsiveness and affective 
instability of BPD patients may result from differential cognitive dysfunctions (or 
different brain circuits). Hence, different sub-types of BPD may exist and these results 
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cast doubts over the current conceptualization of BPD taken by the DSM-IV (i.e., 
BPD as a unitary construct). Perhaps BPD is best conceptualized as a disordered 
pattern of behaviour quantitatively different from non-disordered patterns of 
behaviour rather than being qualitatively different. However, it must be noted that 
some evidence does exist supporting the categorical nature of BPD (e.g., Fossati, 
Maffei et al., 1999).  
  On a more general level, BPD patients tend to be unstable and ambivalent 
thus leading to inconsistent attitudes toward the self and others, they tend to hold a 
self-perception of uncontrollable emotions, and others tend to view them as unreliable 
people (Millon, 1992). They tend to also hold extreme views, seeing others as all good 
or all bad. Object relations theorists define this tendency as splitting whilst cognitive-
behavioural theorists use the term black and white or dichotomous thinking to 
describe this same phenomenon. These patients are often defined as markedly 
impulsive which refers to a lack of planning or a disinhibition of behaviour, 
particularly when there is a high risk of negative consequences. BPD patients tend to 
be impulsive across a wide range of situations (Critchfield et al., 2004) which may 
explain the high comorbidity between BPD and substance use disorders (see section 
2.6.2) and they also tend to be prone to episodes of explosive and seemingly 
uncontrollable anger (Millon, 1992). These episodes may lead to interactions with the 
legal system and may be a reason why BPD pathology has been associated with 
violent and criminal recidivism in forensic populations (Hiscoke et al., 2003).  
Individuals with BPD have been described as manipulative, volatile, and 
hostile toward others. Hence, they invite others to reject them rather than nurture them 
(Millon, 1992).  However, it is nurturance from others that they seek (Millon, 1992) 
and they tend to be very sensitive to even realistic time-limited separation from 
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significant others (APA, 2000). In fact, some BPD patients may develop time-limited 
psychotic or dissociative symptoms during times of separation or interpersonal 
distress, although these symptoms may develop under other times of extreme stress 
(APA, 2000). However, it has been argued that these quasi-psychotic experiences are 
not a major clinical feature of BPD (Burgmer et al., 2000).  Because of their 
manipulative nature, others tend to avoid interactions with BPD patients thus 
increasing the BPD patients’ self-perception that no one is there for them and nobody 
cares for them. However, the BPD patient may fail to recognize the fact their 
manipulative nature may be the reason why people tend to avoid them. Hence, BPD 
patients may lack insight. 
The BPD patients’ moods tend to be unstable and unpredictable (Millon, 
1992). Acquaintances and friends of BPD patients sometimes find it difficult to 
interact with the BPD patient because it is difficult to predict how they will react 
whether it be, for example, with dejection or uncontrollable rage. Perhaps related to 
this mood instability is the tendency for BPD patients’ marked reactivity to situations, 
particularly if the situation is interpersonal in nature or involves separation from a 
significant other (Stone, 1993). Depressive symptoms and self-destructive acts are 
common among BPD patients and it has been shown that BPD patients tend to report 
feelings of sadness, anger, fear, disgust and less feelings of happiness more often than 
non-clinical controls (Berlin & Rolls, 2004). BPD patients often report feelings of 
boredom (or of being easily bored) and feelings of chronic emptiness are another 
diagnostic feature of BPD patients (APA, 2000).  
Further to this, these types of symptoms (particularly self-destructive acts) 
may be a means of ‘getting back’ at others that hurt or reject them or may be a means 
of reacting to the perception of rejection or abandonment (Millon, 1992). BPD 
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patients tend to exaggerate their misfortunes, often complain about their own plight 
and many feel unappreciated by others and disillusioned (Millon, 1992). They also 
tend to be sullen and irritable unless they get what they want (Millon, 1992). 
Clinically, BPD can be distinguished from other PDs by BPD patients’ tendency to 
attain a level of social achievement lower than expected, periodic but reversible 
psychotic episodes (usually stress-induced; Millon, 1992) and a significant degree of 
functional impairment (Nakao et al., 1992).  For example, Conklin and Westen (2005) 
found that BPD outpatients were significantly more likely to have a history of 
unstable employment than outpatients with dysthymic disorder. This employment 
instability may be a result of the BPD patient’s unstable sense of self and values 
(identity disturbance) which may result in frequent changes of career orientation. 
Furthermore, Nakao et al. (1992) found that BPD measured dimensionally (by 
counting the number of BPD criteria met) had the highest correlation with GAF scores 
(r =.50) than any other PD. Thus, it seems that individuals with BPD tend to suffer 
more than individuals with other PDs.  
Hence, BPD is a psychiatric condition which reflects core deficits in stability 
of mood, self-image, and interpersonal relationships as well as marked impulsivity. 
BPD patients tend to greatly suffer from the disorder and, as a result, tend to be a 
large drain on mental health resources. Research into the aetiology of the disorder 
may help in its treatment thus greatly reducing mental health costs. 
2.2 Course of BPD 
 
While there seems to be clinical consensus that the diagnosis of BPD tends to remain 
stable over time (e.g., Jonas & Pope, 1992) more recent evidence suggests that BPD 
symptoms tend to decrease with age. For example, as mentioned earlier (section 1.4) 
J.G. Johnson, Cohen et al. (2000) found that PD traits in general (not just BPD) 
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decreased by 58% between early adolescence (9-12 years) to early adulthood (25-28 
years). Similarly, in a review of the literature on the course of BPD, Perry (1993) 
found that approximately 57% of individuals diagnosed with BPD retained the 
diagnosis after approximately eight to nine years while other researchers (e.g., Parker 
et al., 1996) have found that BPD pathology tends to decrease with age (as is the case 
with the overall PD construct). These results suggest that BPD pathology may become 
less severe as the individual matures, particularly into middle age (APA, 2000). 
However, in a sample of non-clinical adults Trull, Useda, Conforti, and Doan (1997) 
found that test-retest coefficients for BPD were similar to test-retest coefficients for 
the personality constructs of  neuroticism (N), agreeableness (A), and 
conscientiousness (C). In a follow-up period of 10 to 30 years, Stone (1993) found 
that while many BPD patients tend to show symptoms of the disorder over time, 
approximately two-thirds function adequately. He also reported that 20% show full 
recovery, with appropriate employment stability and establishment of long-term 
sexual relationships (more so for women than men). Concomitant drug and alcohol 
abuse were associated with poorer outcome as was a history of sexual abuse 
(particularly by parents) and parental abuse and brutality. Hence, these results suggest 
that BPD tends to be generally stable dimensionally, at least as stable as more 
fundamental personality constructs, but that symptoms of BPD may dissipate into 
middle adulthood. 
2.3 Diagnosis of Borderline Personality Disorder 
Given the high comorbidity BPD has with both axis I and axis II and the 
seemingly adequate social functioning of the BPD individual (at least superficially), 
BPD is very difficult to diagnose (Sansone & Levitt, 2005). However, Arntz (1999) 
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reported data showing that BPD was the only PD that showed adequate agreement 
between therapist diagnoses and diagnoses based on semi-structured interviews.    
In a review of the literature on the most important criteria for establishing a 
BPD diagnosis, Widiger et al. (1992) concluded that the absence of impulsivity and 
affective instability was most effective in ruling out the diagnosis while the presence 
of impulsivity, relationship difficulties, self-destructive behaviour and emotional 
instability were most effective in identifying BPD. However, they also argued that the 
setting may be important when considering the diagnostic efficiency of certain 
criteria. For example, they argue that while self-destructive behaviour may be a more 
effective criteria for distinguishing between BPD and non-BPD in outpatient samples, 
because self-damaging behaviour is more prevalent amongst in-patients this criteria 
may be less effective for identifying BPD in these settings. 
However, the manner in which BPD is diagnosed according to DSM-IV-TR 
(APA, 2000) also results in difficulty in diagnosis. For example, it has been argued by 
a number of researchers (e.g., Westen & Shedler, 1999a) that the polythetic criteria 
for BPD (and most PDs) are arbitrary, the result of clinical consensus and not based 
on empirical data. As such, the five out of nine criteria necessary for BPD have been 
subject to much research. In fact, Reich (1992) argues that perhaps a threshold of only 
three criteria is necessary for a BPD diagnosis while Skodol et al. (2002) argues that 
no evidence exists supporting the diagnostic cutoff for BPD. 
2.4 Prevalence of Borderline Personality Disorder 
 BPD tends to be the most prevalent PD seen within clinical settings (Chanen et 
al., 2004; Dolan, Evans, & Norton, 1995; Marinangeli et al., 2000; Morey, 1988; 
Oldham et al., 1995; Widiger et al., 1992; Zimmerman et al., 2005). In terms of 
prevalence rates for specific populations, it has been reported that one to two per-cent 
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of the general population meet criteria for BPD (APA, 2000; Jackson & Burgess, 
2000; Klonsky et al., 2000; Lenzenweger et al., 1997), approximately 10% to 30% of 
outpatients (APA, 2000; Morey, 1988; Oldham et al., 1995; Zimmerman et al., 2005), 
15% to 30% of inpatients  (APA, 2000; Fossati, Maffei et al., 1999; Kraus & 
Reynolds, 2001; Widiger & Trull, 1993) and approximately 51% of inpatients with a 
PD (Oldham et al., 1995; Widiger & Trull, 1993). Hence, BPD is a particularly 
common condition. 
2.5 Gender Differences in Borderline Personality Disorder 
 It has been reported that approximately 75% of patients diagnosed with BPD 
are female (APA, 2000; Widiger & Trull, 1993). Some empirical evidence in clinical 
samples support this claim with the percentage of females diagnosed with BPD 
ranging from 70% to 85% (D. M. Johnson et al., 2003; Links, Steiner, Offord, & 
Eppel, 1988; Morey & Zanarini , 2000; Zlotnick, Rothschild, & Zimmerman, 2002). 
However, there is some evidence to suggest that clinicians may overdiagnose BPD in 
females (Widiger & Trull, 1993). The sex of the clinician giving PD diagnoses is 
associated with over-diagnosis more than sex of the patients (Widiger & Trull, 1993) 
thus suggesting potential clinician sex bias in the diagnosis of PDs (including BPD). 
 In regards to potential sex bias, Sprock et al. (1990) investigated the gender 
weighting of DSM-III-R (APA, 1988) criteria for BPD in order to examine the role 
diagnostic criteria may have in the preponderance of BPD in females. Utilizing an 
undergraduate student sample (with no knowledge of PDs) who rated each DSM-III-R 
(APA, 1988) criteria for how masculine or feminine it seemed, Sprock et al. (1990) 
found that participants did not rate BPD as particularly masculine or feminine. 
However, examination of individual criteria ratings, revealed all BPD criteria, apart 
from the criterion related to anger, were rated as more feminine. The anger criterion 
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was rated as more masculine. Hence, they argued that the anger criterion pulled BPD 
toward the centre of the masculine-feminine distribution. Therefore, these results 
demonstrate the gender bias of most BPD criteria. 
 Furthermore, there is another line of evidence suggesting that the female 
preponderance seen in clinical samples with BPD may be explained by referral biases. 
For example, in a family study of 320 first-degree relatives of 69 BPD patients, Links, 
Steiner, and Huxley (1988) found an approximately equal gender distribution in the 
relatives of BPD patients. These results are supported by community-based studies 
which fail to find significant gender differences in BPD pathology (Jackson & 
Burgess, 2000; Lewin et al., 2005; McHoskey, 2001; Torgersen et al., 2001). Hence, 
females with BPD may present at psychiatric facilities more than males, resulting in a 
bias towards diagnosing BPD in females.  
Similarly, in a clinical sample, Carter et al. (1999) found no significant 
difference in BPD symptomatology between men and women although men were 
found to meet the diagnostic criteria for BPD more than women. However, other 
clinical studies (that have controlled for axis I pathology by selecting only depressed 
patients) have also failed to find significant gender differences in BPD pathology.  
 For example, in a sample of 316 depressed outpatients, Golomb et al. (1995) 
found no significant gender differences in BPD pathology as assessed by the self-
report personality diagnostic questionnaire-revised – (PDQ-R) or an interview-based 
measure (the Structured Clinical Interview for DSM-III-R, Axis II). Because this 
study controlled for comorbid mood disorders (by selecting only depressed 
outpatients), this may be factor in lack of gender differences emerging (as was the 
case for Carter et al.’s (1999) study). As mentioned earlier (see section 1.3), PDs (in 
particular BPD) have been related to depression and because the majority of 
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depressed patients are female, this may explain why BPD tends to be diagnosed in 
females more often in clinical settings.  
 Further to this, regardless of the type of sample studies, self-report measures 
of personality pathology tend to reveal no significant gender differences in BPD 
pathology (e.g., Hiscoke et al., 2003; D. M. Johnson et al., 2003; McHoskey, 2001). 
However, it has been reported that men with BPD are more likely to meet diagnostic 
criteria for comorbid substance use disorders whereas women with BPD are more 
likely to meet criteria for comorbid PTSD and eating disorders (D. M. Johnson et al., 
2003). Hence, females with BPD are more likely to engage in internalizing behaviours 
(binge eating, depression, anxiety) which, in turn, may be more likely to attract the 
attention of clinical mental health services. Conversely, men with BPD are more 
likely to engage in externalizing behaviours (violence toward others) which may 
result in them attracting the attention of legal and forensic services. Hence, while 
women with BPD may tend to congregate in mental health settings, men with BPD 
may tend to congregate in forensic or substance abusing settings. This explains the 
seemingly preponderance of BPD in females in clinical settings. 
 Hence, taken together these results seem to suggest that while it has been 
reported that BPD is diagnosed in women more than men, this may be due to referral 
biases in clinical settings or gender bias in the diagnostic criteria for BPD (Skodol & 
Bender, 2003). Also, it is interesting to note that, generally, self-report measures are 
found to contain little gender bias in diagnosis while interview-based measures do 
contain some gender bias. This anomaly may reflect clinicians’ tendency to diagnose 
BPD in females rather than a true preponderance of BPD in females. 
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2.6 Comorbidity of Borderline Personality Disorder 
2.6.1 Axis II Comorbidity 
The categorical approach taken by the DSM-IV-TR (APA, 2000) implies that 
the 10 PDs represent distinct categories. However, critics of the categorical approach 
(e.g., Westen & Shedler, 1999a, 1999b) point out the high comorbidity between the 
PDs (see section 1.5). For example, Westen and Shedler (1999a) report that 
individuals meeting criteria for one PD are likely to meet criteria for four to six more 
while Kraus and Reynolds (2001) report that 90% of individuals with BPD meet 
criteria for at least one other PD.  
More specifically, a study by Zanarini et al. (1998a) found that three PDs 
(PPD, DEPPD, & AVPD) were particularly comorbid with BPD with 30% of 
individuals diagnosed with BPD also meeting the diagnostic criteria for PPD, 43% for 
AVPD, and 53% for DEPPD. Further to this, these three PDs were the only PDs 
shown to be significantly more common in 379 BPD-diagnosed individuals compared 
to 125 PD controls. Pukrop (2002) found similar comorbidity data with 45% of their 
31 BPD inpatients meeting criteria for AVPD, 29% with PPD, and 19% for DEPPD. 
Again these three PDs were found to be the most common comorbid diagnoses. 
Similarly, Conklin and Westen (2005) found in their outpatient sample of BPD 
patients, that AVPD (53.3%), DEPPD (32.2%), and PPD (36.7%) were the three most 
common comorbid diagnoses. Hence, consistently, PPD, AVPD and DEPPD tend to 
be the three most common comorbid diagnoses with BPD.  
Although results tend to vary, ASPD generally is the next most common 
comorbid PD diagnosis in BPD (Conklin & Westen, 2005; Zanarini et al., 1998a) with 
comorbidity rates ranging from 10% (Pukrop, 2002) to 27% (Zanarini et al., 1998a). 
Weaker associations tend to be found between BPD and each of SCHZPD and 
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SCHZTPD and moderate to weak associations tend to be found between BPD and 
each of OCPD, and NPD (Conklin & Westen, 2005; McGlashan et al., 2000; Pukrop, 
2002; Zanarini et al., 1998a).  For example, Conklin and Westen (2005) reported that 
SCHZTPD showed the lowest comorbidity rates with BPD (16%) while Zanarini et al. 
(1998a) showed that SCHZPD had the lowest comorbidity rates with BPD (2%). NPD 
and OCPD tend to be towards the centre of the distribution of comorbidity rates 
(Conklin & Westen, 2005; McGlashan et al., 2000; Zanarini et al., 1998a).  
However, while early studies showed quite strong comorbidity between HPD 
and BPD (approximately 50%; Nurnberg et al., 1991; Oldham et al., 1995; Pfohl, 
Coryell, Zimmerman, & Stangl, 1986) more recent studies (e.g., Pukrop, 2002) have 
failed to find a high association between HPD and BPD. For example, in a sample of 
31 BPD inpatients, Pukrop (2002) found that only 7% of BPD patients also met 
criteria for HPD, making it the least common comorbid PD diagnosis in this sample 
while McGlashan et al. (2000) found that only 3% of their sample of 175 BPD-
diagnosed participants met the criteria for HPD, making it the second least common 
comorbid PD diagnosis. Similarly, Conklin and Westen (2005) and Zanarini et al. 
(1998a) reported that HPD was the fifth and seventh (respectively) most common 
comorbid PD diagnosis with comorbidity rates of 25% and 15%, respectively.  The 
marked differences between early and more recent studies on the comorbidity of BPD 
and HPD may be due to the change in criteria for HPD between DSM-III-R (APA, 
1988) and DSM-IV-TR (APA, 2000). Suicidal gestures were removed from the 
criterion set of HPD but retained in criteria for BPD. Hence, the high comorbidity 
between BPD and HPD found in earlier studies was probably a result of these 
overlapping criteria.   
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Nonetheless, very few individuals with BPD fail to meet diagnostic criteria for 
at least one other PD (Rinne, Westenberg, den Boer, & van den Brink, 2000; Widiger 
& Trull, 1993) and BPD may be strongly related to all PDs as Nakao et al. (1992) 
found that BPD measured dimensionally (i.e., counting number of criteria met) had a 
correlation of r = .77 with the number of non-BPD criteria met. Hence, these results 
outline the substantial comorbidity BPD has with all other PDs. 
Therefore, the evidence seems to suggest that BPD tends to be highly 
associated with all other PDs, in particular PPD, AVPD, and DEPPD. ASPD tends to 
be the next most common comorbid PD diagnosis whilst OCPD, and NPD, tend to 
show comorbidity rates somewhere in the middle whilst HPD tends to vary from weak 
to moderate. Finally, SCHZPD and SCHZTPD tend to show the lowest comorbidity 
with BPD.   
 2.6.2 Axis I Comorbidity 
Axis I disorders are also very common in BPD patients. In particular, mood 
disorders, substance-related disorders, eating disorders and PTSD (Conklin & Westen, 
2005; McGlashan et al., 2000; Widiger & Trull, 1993; Zanarini et al., 1998b; 
Zanarini, Frankenburg, Yong et al., 2004). There is also some evidence to suggest that 
anxiety disorders (particularly panic disorder) are commonly comorbid with BPD 
(McGlashan et al., 2000; Oldham et al., 1995; Rinne et al., 2000) and that BPD is 
associated with more axis I disorder diagnoses compared to patients with other PDs 
(McGlashan et al., 2000; Zimmerman & Mattia, 1999). BPD patients have been found 
to be twice as likely than patients with other PDs to meet the criteria for three or more 
axis I disorders and four times more likely to meet the criteria for four or more axis I 
diagnoses than patients with other PDs (Zimmerman & Mattia, 1999). 
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2.6.2.1 Eating Disorders and Borderline Personality Disorder 
Individuals with BPD are significantly more likely to be diagnosed with eating 
disorders than individuals without BPD (Zanarini et al., 1998b; Zimmerman & Mattia, 
1999) and BPD has been found to be the most prevalent PD diagnosis in patients with 
anorexia nervosa, binge/purge sub-type (AN-BP) and patients with a diagnosis of 
bulimia nervosa (BN; Sansone et al., 2005). However, this may be due to overlapping 
criteria (Widiger & Trull, 1993). For example, it has been argued that individuals with 
a BN diagnosis automatically meet two of the five required diagnostic criteria for 
BPD (Widiger & Trull, 1993). Hence, the comorbidity between BPD and BN may be 
accounted for by this overlapping symptomatology. In fact, it has been found that 
approximately 10% of individuals with the restricting anorexia nervosa (AN) sub-
type, 25% of AN-BP, 28% of BN, and 12% of binge eating disorder (BED) also meet 
the criteria for BPD (Sansone & Levitt, 2005). Overall though, it has been found that 
about one third of BPD patients meet the criteria for an eating disorder (Conklin & 
Westen, 2005; Marino & Zanarini, 2001; Moriya, Miyake, Minakawa, Ikuta, & 
Nishizono-Maher, 1993; Zanarini, Frankenburg, Yong et al., 2004). 
2.6.2.2 Mood Disorders and Borderline Personality Disorder 
Mood disorders are also particularly comorbid with BPD (Conklin & Westen, 
2005; Corruble et al., 1996; Fava et al., 1996; Links, Steiner, Offord et al., 1988; 
Moriya et al., 1993; Oldham et al., 1995; Zanarini et al., 1990; Zanarini et al., 1998b; 
Zanarini, Frankenburg, Yong et al., 2004; Zimmerman & Mattia, 1999). For example, 
in an outpatient sample of 90 BPD patients, Conklin and Westen (2005) found that 
almost 95% of these patients fulfilled the criteria for a mood disorder. Zanarini et al. 
(1998b) found a similarly high percentage (approximately 96.3%). In Conklin and 
Westen’s (2005) sample, depressive disorders were found to be most common 
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(MDD=74.4%; Dysthymic Disorder=32.2%) whilst bipolar disorders were less 
common (Bipolar I = 17.8%; Bipolar II/cyclothymia=10%). Links, Steiner, Offord et 
al. (1988) also produced evidence suggesting that BPD patients have more severe 
MDD compared to non-BPD patients.  However, as in the case of eating disorders, the 
high comorbidity between BPD and mood disorders may be a result of overlapping 
criteria. For example, the criteria of affective instability, impulsivity, uncontrollable 
anger, self-destructive behaviour, and unstable relationships are all symptomatic of a 
mood disorder. Thus, similar to the case in BN, the comorbidity between mood 
disorders and BPD may be a result of overlap in their respective diagnostic criteria 
(Widiger & Trull, 1993). In fact, Jonas and Pope (1992) have explicated the specific 
criteria between MDD and BPD that tend to resemble each other. The MDD criterion 
of depressed or irritable mood bears close resemblance to the BPD criterion of 
affective instability and inappropriate or intense anger. Similarly, the MDD criteria of 
loss of interest/pleasure and loss of energy closely resemble the BPD criteria of 
feelings of chronic emptiness. The BPD criteria of suicidal threats, gestures, or 
behaviours closely resemble the MDD criterion of recurrent suicidal ideation and/or 
thoughts of death. Hence, Jonas and Pope (1992) argue that an individual with MDD 
who is also impulsive may mistakenly be diagnosed with BPD. Thus, the time course 
of the symptoms may be the only means a clinician may utilize in order to 
differentiate between MDD and BPD. This position casts serious doubts over the 
validity of both self-report and interview-based measures of personality disorders. 
However, Reich (1992) also argues that in the case of long-term chronic depression 
even time course of symptoms may not be particularly useful. Finally, because of the 
extensive criterion overlap (particularly between Mood disorders and BPD), Reich 
(1992) argues that even structured or semi-structured interviews may profoundly 
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affect the diagnoses reached because of differing interpretations of answers to 
questions. Hence, self-report measures of personality disorders may be at least as 
valid as interview based measures.  
Nonetheless, it is interesting to note that generally the comorbidity rates of 
axis I disorders in inpatient BPD samples is lower (approximately 75%) than that of 
outpatient BPD samples (Zanarini , Frankenburg, Yong et al., 2004) and the rate of 
BPD in depressed outpatients is slightly higher than that of depressed inpatients 
(Corruble et al., 1996). This may be due to the less serious BPD patients in out patient 
samples presenting cross-sectionally as BPD due to mood symptoms. Nonetheless, the 
association between BPD and mood disorders is so strong that some researchers (e.g., 
Deltito et al., 2001) have argued that BPD may be best conceptualized as a Bipolar 
Disorder. However there is evidence to suggest the Bipolar disorders are particularly 
rare in BPD patients (Benazzi, 2000).  
2.6.2.3 Anxiety Disorders and Borderline Personality Disorder 
Anxiety disorders are also particularly comorbid with BPD. For example, 
Zanarini et al. (1998b) found in a sample of 290 borderline inpatients and 72 
inpatients who did not meet criteria for BPD, that panic disorder, SP and PTSD were 
significantly more common in BPD patients than non-BPD patients. These findings 
have been found in other studies with BPD patients being shown to be significantly 
more likely than non-BPD patients to meet the diagnostic criteria for panic disorder, 
PTSD, and SP (McGlashan et al., 2000; Zimmerman & Mattia, 1999). In fact, overall, 
60% of BPD patients met the criteria for an anxiety disorder (29% panic disorder, 
35% PTSD). Similarly, in their outpatient sample of 90 BPD patients, Conklin and 
Westen (2005) found that approximately 67% of BPD patients fulfilled the criteria for 
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at least one anxiety disorder. GAD was found to be most comorbid (46.7 %) followed 
by PTSD (31.1%), and panic disorder (26.7 %).  
2.6.2.4 Substance Use Disorders and Borderline Personality          
Disorder 
In a review of the literature pertaining to BPD and substance use disorders 
(SUDs) between 1987 and 1997, Trull, Sher, Minks-Brown, Durbin, and Burr (2000) 
found that approximately 57% of BPD patients satisfied the criteria for a comorbid 
SUD, 49% for an alcohol-related disorder, and 38% for a drug use disorder (DUD). 
Verheul et al. (1998) found that 21% of alcoholics meet the criteria for BPD and that 
BPD was the second most prevalent PD seen in this alcoholic sample with ASPD 
being the only PD more prevalent. Similarly, in a sample of 226 drug dependent 
patients, Marino and Zanarini (2001) found that approximately 33.5% of these 
patients fulfilled the criteria for BPD. A number of explanations for this association 
were discussed by Trull et al. (2000). First, may be overlapping criteria between BPD 
and SUDs. Second, hallmark features of BPD (such as affective instability, 
impulsivity and interpersonal difficulties) may be consequences of an SUD rather than 
BPD. Hence, current substance abusers may present cross-sectionally with BPD. 
Researchers circumvent this problem by asking participants about their patterns of 
behaviour while not abusing substances. Thirdly, Trull et al. (2000) suggest that a 
third variable, personality, may explain the relationship between BPD and substance 
use disorders. 
For example, Casillas and Clark (2002) showed in a sample of 222 university 
students that the personality traits of impulsivity (behaving without thinking through 
consequences of actions) and self-harm (personality trait involving potentially self 
destructive behaviours and thoughts which may range from self-defeating thoughts to 
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suicide attempts) substantially reduced the relationship between SUDs and BPD. 
Hence, these personality traits may help explain the high co-occurrence of SUDs in 
BPD. 
Another possible reason for the high association may be that BPD patients use 
drugs to cope with their affective instability or help them tolerate feelings of 
abandonment or chronic feelings of boredom and emptiness (Trull et al., 2000). 
However, it must be noted that these explanations are, at the moment speculative, and 
no strong empirical evidence is available to support or refute these differing reasons 
(Trull et al., 2000).  
2.6.2.5 Implications for Comorbidity 
Due to the overlap between BPD and axis I and II disorders, BPD has been 
described as a nonspecific diagnosis which may indicate high levels of neuroticism or 
a general level of psychopathology rather than a specific diagnosis (Widiger & Trull, 
1993). In fact, in their cognitive theory of the PDs, Beck and associates (Beck, 
Freeman, & Associates, 1990; Beck, Freeman, & Davis, 2004), argue that BPD is a 
non-specific diagnosis with aspects of all other PDs contributing to the beliefs of the 
BPD patient. Similarly, Tyrer (1999) has argued completely against the use of BPD as 
a construct and diagnosis due to its high level of overlap with other PDs and axis I 
disorders. He argues that because the prevalence of “pure” BPD (i.e., with no other 
co-occurring disorders) is very low and BPD patients tend to be so heterogenous that 
BPD is best conceptualized as a pre-diagnosis; overlapping disorders may be the only 
ones that exist. Thus, Tyrer (1999) suggests that core BPD deficits may not exist and 
that BPD may have little predictive validity after controlling for co-occurring 
psychiatric conditions.  
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However, Paris (2005) counteracts this argument by pointing out the marked 
comorbidity between all mental disorders and that marked comorbidity is not unique 
to BPD. He argues that the substantial comorbidity between all mental disorders is a 
function of the atheoretical DSM-IV-TR (APA, 2000) system and the consequential 
syndromal nature of all mental disorders. That is, the comorbidity BPD shows with 
both axis I and II disorders is no more unusual than the comorbidity MDD has with 
other axis I and II disorders and is reflective of the DSM-IV-TR’s atheoretical 
classification system rather than evidence against the validity of the BPD construct. 
These findings also illustrate not only the multiple difficulties individuals 
diagnosed with BPD face but they also have important measurement implications. 
That is, when conducting studies into BPD, one must be wary of the comorbidity BPD 
has with other psychiatric diagnoses so as not to confound results (P. Cohen et al., 
2005; Reich, 1992). Furthermore, because of the substantial comorbidity between 
BPD and both axis I and other axis II disorders, critics of the categorical approach 
have argued that the PDs, in particular BPD, may be better conceptualized along a 
continuum (from none to moderate to severe) rather than being present or absent 
(Westen & Shedler, 1999a). 
2.7 The Five Factor Model and Borderline Personality Disorder 
Given the growing dissent with the categorical approach taken by the DSM, a 
growing body of literature suggests that PD categories may be best subsumed under 
personality dimensions (Van Velzen & Emmelkamp, 1996). A number of alternative 
dimensional approaches have been proposed such as Millon’s biosocial theory 
(Millon & Davis, 1996), Benjamin’s (Benjamin, 1992) interpersonal circumplex 
theory, Cloninger’s (Cloninger, 1987) tri-dimensional theory and an empirically-
based classification by Westen and Shedler (1999a, 1999b). However, by far the most 
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research has been concentrated on the five factor model (FFM) of personality (Costa 
& Widiger, 1994).  
According to the FFM, five basic personality dimensions exist. The first, 
neuroticism (N) describes the degree to which an individual is angry, anxious, or 
depressed. Basically, high scorers in N experience negative emotions more than low 
scorers who can be described as emotionally stable, calm, and relaxed (Costa & 
Widiger, 1994). 
The Extraversion (E) dimension describes the degree to which one is 
adventurous, sociable, talkative, gregarious, and assertive. Individuals low in this 
dimension can be described as unsociable, shy, quiet, and reserved. Openness to 
Experience (O) refers to the degree to which one is open to differences, creative, 
imaginative, open-minded, and liberal. Individuals low in this dimension can be 
described as closed-minded and conservative. The fourth dimension, Agreeableness 
(A), describes the degree to which one is warm, gentle, kind, and sympathetic towards 
others as opposed to cold, aloof, cruel, and argumentative towards others. The final 
dimension, Conscientiousness (C) describes the degree to which an individual is 
dutiful, hard-working, organized, orderly, and thorough, as opposed to careless, 
disorganized, and care-free (Costa & Widiger, 1994).   
Empirical studies with the FFM have consistently found that BPD patients 
tend to be high in N (Berlin & Rolls, 2004; Morey et al., 2002; Morey & Zanarini, 
2000; Trull, 1992; Trull, Useda, Costa, & McCrae, 1995). Low scores on A have also 
been associated with BPD in combination with high scores on N (Pukrop, 2002; Trull, 
1992).  Slightly elevated scores on E have been proposed to be related to BPD as have 
slightly lower scores on C (Widiger, Trull, Clarkin, Sanderson, & Costa, 1994), 
however, the empirical evidence for this association is sparse and inconsistent. Thus, 
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it seems that BPD may be characterized according to the FFM by high N and low A. 
It must be noted though that N has been found to significantly predict most other PDs 
(Trull, 1992; Wiggins & Pincus, 1989) and that low A scores have been found to 
significantly predict ASPD, NPD, and PPD (Wiggins & Pincus, 1989).  
However, in a sample of 378 inpatients identified as BPD or non-BPD, Morey 
and Zanarini (2000) found that BPD patients scored nearly one standard deviation 
above the axis II controls on N. Nevertheless, scores on N probably represent a 
general level of psychopathology, not specific to a given disorder, including BPD 
(Austin & Deary, 2000; Pukrop, 2002). Because N is a common factor found amongst 
all PDs (see for example O'Conner & Dyce, 1998; Trull, 1992), the five factor model 
may have difficulty in differentiating between the PDs (Morey et al., 2002). For 
example, Morey et al. (2002) found that while significant differences were evident 
between individuals diagnosed with PDs and a community sample, they also found 
that BPD, AVPD, OCPD, and SCHZTPD showed little differentiation when 
examined via the FFM. 
There is also some evidence to suggest the FFM cannot fully capture the 
variability in BPD. For example, Trull, Widiger, Lynam, and Costa (2003) created an 
index of the correlation between an individual’s five factor profile and the prototypic 
five factor profile of an individual with BPD to derive a FFM borderline index (FFM-
BI). This FFM-BI was found to correlate well with other measures of BPD including 
BPD sub-scales of self report measures – Personality Assessment Inventory (PAI; 
Morey, 1991), Minnesota Multiphasic Inventory (MMPI; Hathaway & McKinley, 
1989), the revised Personality Diagnostic Questionnaire (PDQ-R; Hyler & Rieder, 
1987) and the fourth edition of the Personality Diagnostic Questionnaire (PDQ4+; 
Hyler, 1994)- across two clinical and a non-clinical sample. However, they also found 
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that other self-reports of BPD as well as the interview instrument examined accounted 
for additional variance that the FFM-BI did not account for. For example, after 
controlling for FFM-BI, the BPD scores from the PAI (Morey, 1991), two interview 
based measures – the revised edition of the Diagnostic Interview for Borderlines 
(DIB-R; Zanarini , Gunderson, Frankenburg, & Chauncey, 1989) and the fourth 
edition of the Structured Interview for DSM-IV Personality SIDP-IV (SIDP-IV; 
Pfohl, Blum, & Zimmerman, 1997) - still accounted for a significant proportion of 
variance in childhood sexual abuse, a robust and consistent aetiological factor in BPD 
in clinical populations (see Section 4.2). Morey and Zanarini (2000) reported similar 
findings, also suggesting that the FFM does not fully capture the variability in BPD 
and Skodol, Oldham et al. (2005) found that the DSM-IV-TR (APA, 2000) PDs, 
treated as dimensions (by counting the number of criteria) were a better predictor of 
psychosocial dysfunction than the FFM. Hence, it seems that the FFM misses 
important aspects of the DSM PD construct. 
Another difficulty cited with using the FFM to classify and diagnose the PDs 
has been arguments that clinicians are not familiar with the FFM. However, Samuel 
and Widiger (2004) found that when clinicians were given descriptions of the facets 
of the FFM, they were able to describe PD patients in terms of the FFM with 
convergence found between clinicians’ FFM descriptions and researchers’ FFM 
descriptions. 
However, it must be noted that O'Conner and Dyce (1998) found evidence that 
the FFM and an alternative four factor model (N, E, A, C) were a better statistical fit 
than the DSM-IV-TR’s (APA, 2000) model. Nonetheless, the DSM-IV-TR’s (APA, 
2000) system was found to have a moderate fit and a statistically significant fit. 
Furthermore, in a cluster analysis study, Morey (1988) found that the DSM-III-R 
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(APA, 1988) classification system was a relatively good fit with the results of the 
cluster analysis.  
Hence, given that clinicians are most familiar with the DSM system, the DSM 
system seems to have a statistically significant fit, and the reported limits of the FFM 
to differentiate between PDs, perhaps the DSM system should be maintained at this 
stage. However, it may make more intuitive and empirical sense to assess the DSM 
PDs as dimensions themselves rather than categorical entities by counting the number 
of diagnostic criteria met to derive a PD symptom quantitative score. This would 
retain the familiar DSM system while addressing the limitations of the categorical 
approach. 
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CHAPTER 3: COGNITIVE-BEHAVIOURAL THEORIES OF PERSONALITY 
DISORDERS 
3.1 Introduction to Cognitive-Behavioural Theories  
 Cognitive theories of psychopathology can be traced back to Beck and 
associates (Beck, 1967; Beck, Rush, Shaw, & Emery, 1979) with their cognitive 
conceptualizations on the development of depressive and later, anxiety disorders. 
According to the cognitive model of psychopathology, each psychological disorder is 
characterized by a specific set of beliefs, thoughts, or cognitions held for ones’ self 
and others. These phenomena are believed to be responsible for the development and 
continuation of psychological disorders within an individual. Hence, for symptomatic 
relief of psychological disorders, the cognitive thoughts that maintain them must be 
identified and then modified. This is the basic conceptual basis for cognitive-
behavioural treatments of axis I disorders. 
 Generally there is a distinction between three different types of thoughts (or 
beliefs). The first, and most easily accessible to consciousness, are automatic 
thoughts. Automatic thoughts may be thought of as a running commentary in the mind 
and are situation-specific. For example, thoughts of “I will not get this project finished 
in time” may run through one’s mind when trying to meet a deadline. A second, 
deeper kind of thought, is known as an intermediate belief. These are often inferred 
and are more difficult to access consciously. Often these intermediate beliefs are 
expressed as “If…Then” type statements and protect the individual from maladaptive 
negative thoughts or beliefs when certain conditions are met. However, many times 
the conditions are unreasonable resulting in negative automatic thoughts that 
perpetuate emotional distress. For example, an individual may have an intermediate 
belief of “If I do not meet this deadline I will be a failure”. Hence, failure to meet the 
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deadline implies that the person is a complete failure as a person. Emotional distress 
logically follows these thought processes. It is these two types of thinking processes, 
automatic thoughts and intermediate beliefs, that are hypothesized to maintain axis I 
conditions. Hence, treatment for axis I conditions centres around modifying automatic 
thoughts and intermediate beliefs (Beck, 1967).  
    However, a third type of thought is more fundamental to the PDs. Core beliefs, 
or schemas, are the deepest level of cognition and, consequently the most difficult to 
access. Schemas act as mental filters influencing information processing when 
activated. They are typically expressed as absolute statements about the self, others 
and the environment and are usually central to one’s self-concept. For example, an 
individual may hold a core belief such as “I am a failure”. Furthermore, schemas are 
hypothesized to give rise to the more shallow cognitions of intermediate beliefs and 
consequently to automatic thoughts. For example, an individual with a core belief of 
“I am a failure” may have a related intermediate belief of “If I do not meet this 
deadline I am a failure”. This intermediate belief gives rise to the more conscious 
automatic thought of “I must meet this deadline”. Hence, core beliefs can be thought 
of as a driving force behind intermediate beliefs which, in turn, give rise to automatic 
thoughts (Beck, 1967). 
The same basic principle is true for cognitive-behavioural theories of axis I 
and II disorders. That is, a specific set of cognitions are associated with each of the 
axis I and II disorders. There is some preliminary evidence for this principle in the 
PDs. For example, Arntz, Dreessen, Schouten, and Weertman (2004) found that 
hypothesized sets of beliefs were related to each of the PDs examined, including BPD. 
These researchers utilized the Personality Disorder Belief Questionnaire  (PDBQ; 
Arntz, Dietzel, & Dreessen, 1999), a self-report questionnaire which consists of 20 
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items hypothesized to be related to each PD. Each of the hypothesized 20 items were 
then compared with ratings on an interview-based measure, the Structured Clinical 
Interview for DSM-IV Axis II Personality Disorders (SCID-II; First, Gibbon, Spitzer, 
Williams, & Benjamin, 1996), in order to ascertain how well the PDBQ (Arntz et al., 
1999) predicted each PD. Using factor analysis, these authors found that only six of 
the original 20 BPD items from this measure specifically loaded together on one 
factor. All other items were found to significantly load on other PD factors 
(particularly AVPD, DEPPD, and PPD). Hence, there seems to be only partial 
empirical support for the notion that PDs are characterized by a specific set of beliefs. 
However, earlier studies by Arntz et al. (1999) and Butler, Brown, Beck, and Grisham 
(2002) found that a hypothesized set of dysfunctional beliefs were significantly and 
uniquely related to BPD pathology.  
Nevertheless, the primary distinction on the cognitive development of axis I 
and II cognitions differs. According to cognitive-behavioural theorists (Beck et al., 
1990; Linehan, 1993 Young, 1999; Young, Klosko, & Weishaar, 2003; Young & 
Lindemann, 1992) the development of cognitions for PDs occur much earlier than that 
of axis I disorders and they all emphasize early childhood experiences as imperative 
to the development of personality disordered core beliefs or schemas. Moreover, 
because these thoughts are hypothesized to develop earlier in life, they are thought to 
be at the deepest level of cognition, at the schema or core belief level. 
3.2 Young’s Schema Theory 
 
 Young and associates (Young, 1999; Young et al., 2003; Young & 
Lindemann, 1992) have proposed a slightly different cognitive-behavioural 
conceptualization of the PDs. Instead of hypothesizing that each PD is characterized 
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by a set of core beliefs, Young has formulated a theory of PDs around the concept of 
schemas. 
3.2.1 The Concept of Schema 
In its most general sense, a schema can be defined as a “structure, framework, 
or outline” (Young et al., 2003; p.6). Within the field of psychology a schema is a 
general structure which organizes and makes sense of an individual’s life experiences. 
While schemas are generally believed to develop early in life (i.e., during infancy and 
childhood), Young and associates (Young, 1999; Young et al., 2003; Young & 
Lindemann, 1992) argue that schemas continue to be elaborated on through life 
experiences. 
3.2.2 Early Maladaptive Schemas 
Young and associates (Young, 1999; Young et al., 2003; Young & 
Lindemann, 1992) describes the existence of early maladaptive schemas (EMS). It is 
theorized that these EMSs result from adverse childhood experiences (or poor 
parenting) and that these EMSs lie at the core of the maladaptive behavioural patterns 
present in PDs. It must be noted, however, that psychodynamic theorists also argue 
for the importance of early life experiences in the aetiology of BPD (Marziali, 1992). 
Nonetheless, while these theories (e.g., G. Adler, 1985; Kernberg, 1975; Mahler, 
1971; Mahler, Pine, & Bergman, 1975; Masterson & Rinsley, 1975) are descriptively 
very rich and persuasive, they lack the concreteness and empirical verifiability 
required by scientific research.  
Young et al. (2003) describe an EMS as a “broad, pervasive theme or pattern 
comprised of memories, emotions, cognitions, and bodily sensations regarding oneself 
and one’s relationships with others” (p.7). These schemas are developed during 
childhood (or adolescence), are constantly elaborated on throughout life and are 
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significantly dysfunctional. However, an important note emphasized by Young et al. 
(2003) is that the maladaptive behaviours occurring in the PDs do not form part of 
these EMSs. Rather, the EMSs are thought to be a driving force behind the 
behaviours. Put in another way, the maladaptive behaviours are a response to 
activation of the EMS. In cognitive therapy for PDs, more emphasis is placed on core 
beliefs or EMSs (as opposed to intermediate beliefs or automatic thoughts) and on the 
therapeutic relationship as a template for relationships outside of therapy. However, 
the therapist must take special care not to be too aggressive in modifying core beliefs 
as this may lead to premature drop-out because these EMSs or core beliefs are central 
to the beliefs of the individual (S. Roy & Tyrer, 2001). 
In addition to being a ‘driving force’ behind behaviours, EMSs and schemas in 
general bias individuals’ interpretations of the world. An individual with a 
mistrust/abuse schema, for example, may be more likely to attribute ambiguous 
behaviours of others to a hostile disposition when compared to an individual without 
this schema. Thus, schemas tend to focus attention toward schema-consistent stimuli 
whilst attenuating schema-inconsistent stimuli. The result of this would be to increase 
the likelihood that the schema is confirmed. While this partly explains the 
continuation of EMSs, Young and associates (Young, 1999; Young et al., 2003; 
Young & Lindemann, 1992) have identified experiences that may begin the 
development of EMSs 
3.2.2.1 Development of Early Maladaptive Schemas 
First, and foremost, cognitive-behavioural theorists ague that EMSs are the 
result of an interaction between innate dispositions (or temperament) and 
environmental factors (Beck et al., 1990; Beck et al., 2004; Young, 1999; Young et 
al., 2003; Young & Lindemann, 1992). For example, an irritable child may be more 
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likely to be exposed to coldness or rejection from the parents than a more cheerful 
child. In spite of this, Young and associates (Young, 1999; Young et al., 2003; Young 
& Lindemann, 1992) certainly argue that environment is the main determinant so 
much so that they have argued that “extremely favorable or aversive family 
environments can override emotional temperament to a significant degree” (Young et 
al., 2003 p.12) and that “toxic childhood experiences are the primary origin of Early 
Maladaptive Schemas” (Young et al., 2003 p.10).   
However,  Young and associates (Young, 1999; Young et al., 2003; Young & 
Lindemann, 1992) also acknowledge that EMSs may develop later in life (later 
childhood to adolescence) from sources outside the nuclear family (e.g., peers) but 
that these later developing schemas are less destructive than the earlier developed 
ones. Thus, according to cognitive-behavioural theories, repeated childhood traumas 
and chronically maladaptive family environments may be antecedents to the 
development of EMSs, and, consequently, to the development of PDs. 
 The development of these schemas during childhood or adolescence is usually, 
at least initially, adaptive. For example, a young child who is repeatedly abused by 
his/her parents would be accurate in thinking that others will abuse him/her because 
this is the only environment the child has been exposed to. However, as the child 
matures these schemas may become more dysfunctional as they interact with others 
outside their family (Young, 1999; Young et al., 2003; Young & Lindemann, 1992). 
This core belief or EMS may result in a hostile disposition toward others which may 
increase the likelihood of hostile or violent behaviour being directed toward the 
individual by others thus further reinforcing the original EMS. This vicious cycle is 
likely to significantly interfere with the individual’s interpersonal relationships. 
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Furthermore, EMSs tend to be dimensional (Young, 1999; Young et al., 2003; 
Young & Lindemann, 1992). That is, there seems to be individual differences in their 
severity. For example, all other things being equal, a child who is severely maltreated 
by both parents consistently and frequently has an increased tendency to develop a 
more severe EMS related to mistrust of others than a child who is maltreated by only 
one parent on rare occasions. The severity of the EMS is also assumed to be related to 
the number of situations that may activate it in the sense that more severe EMSs are 
activated over more situations than less severe EMSs. Finally, when activated, EMSs 
tend to produce strong negative affect within the individual which is why the 
individual attempts to avoid activating the schemas (through schema avoidance, see 
section 3.2.6). 
Young et al. (2003) has also outlined four basic paths to the development of 
EMSs. The first is called toxic frustration of needs. This process bears some 
resemblance to Freud’s theory of psychosexual development or Erikson’s (Erikson, 
1963, 1968) stage theory of development across the lifespan. Young and associates 
(Young, 1999; Young et al., 2003; Young & Lindemann, 1992) argues that human 
beings have five basic, core emotional needs. The first is a connection to and 
acceptance from others. People need to feel secure attachments to others, to feel that 
others will be there for them, nurture them and help make the individual feel safe. The 
second is a need to feel autonomous from others and experience personal feelings of 
competence and a sense of personal identity. The third core emotional need is a self-
perception that one can freely express their needs and emotions to others. The fourth 
core emotional need is a need for play and spontaneity while the final core emotional 
need is a need for self-control and limit setting (Young, 1999; Young et al., 2003; 
Young & Lindemann, 1992). 
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 Hence, environments that do not provide these needs for the developing child 
may result in the acquisition of EMSs. For example, a child growing up with a cold or 
rejecting parent may develop an EMS related to emotional deprivation because the 
child’s core emotional need for secure attachments is not being met (Young, 1999; 
Young et al., 2003; Young & Lindemann, 1992). Conversely, a child may be provided 
with a pathological excess of one (or more) of these needs also leading to the 
acquisition of schemas. For example, a child may develop in the context of over-
involved/overprotective or a controlling familial environment. This may lead to EMSs 
relating to doubts about the individual’s own competence (Young, 1999; Young et al., 
2003; Young & Lindemann, 1992). 
 A third early life experience that may lead to EMSs is victimization. That is a 
child who is abused may directly develop EMSs around the belief that others will 
abuse them or others cannot be trusted (Young, 1999; Young et al., 2003; Young & 
Lindemann, 1992). 
 Finally, the child may identify with a significant other and selectively 
internalize their thoughts, feelings, experiences, or behaviours. This helps explain 
why abused children tend to grow up to be abusers themselves, because they 
selectively identify with the abuser instead of identifying themselves as a victim 
(Young, 1999; Young et al., 2003; Young & Lindemann, 1992).   
3.2.3 Schema Domains 
Whilst Beck and associates (Beck et al., 1990; Beck et al., 2004) postulate that 
each individual PD is marked by a specific set of core beliefs or schemas, Young 
(Young, 1999; Young et al., 2003; Young & Lindemann, 1992) has presented a 
slightly different conceptualization of the cognitive nature of personality disorders. He 
has theorized that PDs (and chronic axis I conditions) can best be understood as 
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consisting of a constellation of a variety of different EMSs. The latest revision on his 
theory postulates that 18 different schemas are responsible for PDs (Young et al., 
2003). Further, these schemas are subordinate under five schema domains which have 
been shown to have empirical support through factor analytic studies (e.g., Lee, 
Taylor, & Dunn, 1999; Schmidt, Joiner, Young, & Telch, 1995). Each of these 
schema domains are hypothesized to result from differing childhood influences and, 
more specifically, on core emotional needs that are unmet. 
3.2.3.1 Disconnection/Rejection Domain 
As mentioned earlier, one of the core emotional needs for human beings, 
according to Young (Young, 1999; Young et al., 2003; Young & Lindemann, 1992), 
is a secure, satisfying, and stable connection with others. However, individuals who 
fail to have this need met during childhood may develop an EMS in the domain of 
disconnection/rejection. Individuals with EMSs from these domains are often the 
individuals with the most serious forms of maladaptive behaviour patterns. Five 
EMSs belong to this domain. The first, Abandonment/Instability (AB) refers to a 
belief that significant others will not be there for the individual and will abandon 
him/her in some way either by choice (e.g., leaving the individual for another person) 
or not (e.g., death). Young et al. (2003) argue that the family environment that leads 
to this EMS is usually unstable. Furthermore, family of origin may be characterized 
by fighting among family members and there may have been early separations from 
significant others in the child’s early life. Finally, this EMS may develop from a 
family where emotional and physical availability of the parents is inconsistent 
(Bricker, Young, & Flanagan, 1993). The second, mistrust/abuse (MA), is often the 
result of an abusive family environment, where physical, sexual, or emotional abuse 
have been experienced (Bricker et al., 1993). This EMS refers to a belief that others 
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will hurt the individual in some way or will try to manipulate the individual in some 
way. An emotionally cold family environment or severe emotional neglect may be a 
breeding ground for the third type of EMS in this domain, emotional deprivation 
(ED). This EMS consists of an expectancy that others will not adequately meet the 
individual’s need for emotional closeness. The fourth EMS, defectiveness/shame 
(DS), refers to a belief that one is flawed in some way and that one is unlovable to 
others. A rejecting family of origin characterized by repeated criticism and 
devaluation often leads to this EMS (Bricker et al., 1993). The final EMS in the 
disconnection/rejection domain is social isolation (SI) and this refers to a belief that 
one is fundamentally different from others and that one does not belong with others. A 
family environment of isolation typically leads to this EMS as does a family 
environment consisting of constant criticism of the child’s appearance (Bricker et al., 
1993). 
3.2.3.2 Impaired Autonomy and Performance Domain 
When an individual’s need for autonomy is not met during childhood, often 
one or more EMSs in the impaired autonomy and performance domain develop. 
EMSs in this domain are often the result of overprotective or controlling parenting 
with little reinforcement for performing tasks without significant help from others. 
The first EMS in this domain, dependence/incompetence (DI), refers to a belief that 
significant help is needed from others in order to cope with day-to-day life and that 
one is incapable of coping with everyday responsibilities by oneself. Typical family of 
origin for this EMS is one in which the child is not encouraged to develop 
independence (Bricker et al., 1993). The second, vulnerability to harm/illness (VH), 
refers to the expectation that disasters (medical such as AIDS, emotional such as 
going crazy, &/or external such as a natural catastrophe) may strike at any time and 
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that the individual will be unable to cope with the disaster. Individuals with this EMS 
typically develop it in the context of a family environment of overvigilance thus 
giving the child the message that the world is a dangerous place (Bricker et al., 1993). 
Enmeshment/Undeveloped self (EN) is the third EMS in this domain and is 
characterized by a belief that a significant other (usually a parent) could not function 
without the help of the individual and the individual could not function without the 
significant other. Typically, this EMS develops from a family environment 
characterized by excessive involvement within the family at the expense of 
appropriate socialization outside the family. Parents of individuals with this EMS may 
be described as controlling or overprotective (Bricker et al., 1993). Finally, the failure 
(FA) EMS refers to a belief that one will inevitably fail in anything one attempts to 
accomplish. 
3.2.3.3 Impaired Limits Domain 
The third schema domain, impaired limits, is related to the unmet need for 
limits and self-control. Individuals with EMSs from this domain often grew up in an 
overly permissive family environment and rules within the household may not have 
been enforced. The first EMS in this domain, entitlement/grandiosity (Et), refers to a 
belief that one is special and, as such, is deserving of special treatment. The other 
EMS in this domain, insufficient self-control/self discipline (IS), refers to a belief that 
one cannot control ones impulses even if long-term distress is likely by acting on 
impulses. Furthermore, Young and associates (Young, 1999; Young et al., 2003; 
Young & Lindemann, 1992) argues that individuals expressing this EMS may have 
difficulties in regulation of their emotions or impulses. It is interesting to note that 
Linehan, Armstrong, and Suarez (1991) have argued that a construct similar to this, 
emotional dysregulation, is at the core of BPD pathology. However, Young and 
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associates (Young, 1999; Young et al., 2003; Young & Lindemann, 1992) have also 
argued that in its milder form, an individual with this EMS may present with an 
increased sensitivity to discomfort avoidance (i.e., avoids feeling uncomfortable). 
3.2.3.4 Other-Directedness Domain 
When a child’s need for the valid and free expression of needs and  
emotions to others is not met, one or more EMSs in the Other-directedness domain 
may develop. A family of origin based on conditional acceptance (i.e., child only 
obtains love and support from family when certain characteristics are displayed) often 
results in the development of an EMS from this domain. Subjugation (SB) is an EMS 
characterized by suppressing one’s own needs for the needs of others. There is a 
subjective sense of being coerced into this in order to avoid upsetting other people or 
to avoid being abandoned. The individual with this EMS often believes that his/her 
own feelings and opinions are either not valid or unimportant. Young et al. (2003) 
further argues that individuals with this EMS may be prone to temper outbursts as 
there is a slow buildup of anger. Individuals with this EMS typically come from 
families where parents were very controlling and threats of punishment (or actual 
punishment) followed after the child made request based on his/her needs. Self-
Sacrifice (SS) is similar to SB but involves meeting the needs of others at the expense 
of ones own needs. No coercion is perceived. The final EMS in this domain is 
approval seeking/recognition seeking and this refers to a belief that others must 
approve of the individual even at the expense of a true sense of self (Young, 1999; 
Young et al., 2003; Young & Lindemann, 1992). 
3.2.3.5 Overvigilance and Inhibition Domain 
The final schema domain, overvigilance and inhibition, is related to a 
deficiency in the need for spontaneity and play. Individuals with EMSs from this 
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domain often grow up in families that were strict and demanding. The first EMS in 
this domain, negativity/pessimism refers to an overexaggeration of the negative 
aspects of life while denying or minimizing the more positive aspects of life. The 
second, emotional inhibition (EI), involves a belief that one should inhibit one’s 
emotions or desires to avoid feelings of embarrassment or shame. Unrelenting 
standards (US) refers to a belief that one must strive to meet high internal demands to 
avoid being criticized. Finally, punitiveness refers to a belief that others should be 
punished for making mistakes (Young, 1999; Young et al., 2003; Young & 
Lindemann, 1992).   
3.2.4 Coping Strategies 
 While EMSs are the central construct in Young’s (Young, 1999; Young et al., 
2003; Young & Lindemann, 1992) schema theory of PDs, he also considers the way 
individuals cope with the EMSs as very important. In fact, Young and associates 
(Young, 1999; Young et al., 2003; Young & Lindemann, 1992) argue that the DSM-
IV-TR’s (APA, 2000) criteria for PDs simply describe the behavioural characteristics 
used to cope with activation of EMSs. Furthermore, these coping styles are considered 
separate from the EMS itself because individuals may use different coping styles at 
different times for the same EMS. Hence, EMSs are theoretically a stable construct 
where coping styles are more variable across time. 
 Young and associates (Young, 1999; Young et al., 2003; Young & 
Lindemann, 1992) have referred to three maladaptive coping styles. First is schema 
maintenance (Young, 1999) or schema perpetuation (Young et al., 2003). This refers 
to processes and behavioural patterns which help reinforce the EMS. This would 
include acting in ways consistent with the EMS (or self-defeating behaviours, i.e., 
behaviours that were adaptive early in life but have now become maladaptive) and 
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cognitive distortions (i.e., magnify information consistent with the schema while 
negating behaviour inconsistent with the schema). For example, an individual with a 
strong EMS of MA may both seek out abusive relationships and be hypervigilant to 
the motives of others. Both of these behavioural patterns serve to further validate the 
EMS of MA, this is others will abuse or mistreat. Schema avoidance is another 
mechanism by which EMSs are maintained. This refers to activities which avoid 
challenging the validity of the EMS. Because the EMS is never challenged, it remains 
intact. An example of this would be avoiding real-life situations that trigger the EMS 
such as in failure to initiate a job search related to the EMS of FA. Schema avoidance, 
however, can also occur at the cognitive level where individuals attempt to block out 
thoughts or images associated with the EMS. Finally, at the affective level, the patient 
may attempt to block out feelings associated with the triggering of a schema (Young, 
1999). The final schema mechanism is called schema overcompensation and this 
refers to thinking, relating and behaving completely opposite to the EMS (Young et 
al., 2003). While these general principles are believed to apply for all individuals 
Young and associates (Young, 1999; Young et al., 2003; Young & Lindemann, 1992) 
have also argued that coping responses are the specific behaviours an individual 
performs that are designed to perpetuate, avoid, or overcompensate for the EMS. 
 As mentioned earlier, EMSs can be either active or dormant. Young and 
associates (Young, 1999; Young et al., 2003; Young & Lindemann, 1992) refer to 
schema modes as the EMSs and associated coping styles and responses that are 
currently active for an individual at a given point in time. They argue that 
environmental circumstances can lead to a schema mode shift where previously 
dormant EMSs become active. These schema modes may help explain why 
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individuals with BPD display such marked shifts in emotions and emotional 
expression. 
3.2.5 Early Maladaptive Schemas and Borderline Personality Disorder 
In terms of specific EMSs and BPD pathology, a number of suggestions have 
been made. Young et al. (2003) have argued that BPD is related to most EMSs but 
most strongly to the EMSs of AB, MA, ED, DS, ISC, SB, and Punitiveness. His 
earlier work (Young, 1987; cited in Beck et al., 1990) also included the EMSs of SI 
(which was named unlovability in earlier revisions of his theory) and DI (which was 
named just dependence in his earlier works). Ball and Cecero (2001) have also argued 
that BPD should be related to the EMSs of ED, AB, MA, DS, and VH. However, in a 
sample of 41 substance abusers they found significant correlations between BPD 
severity and only AB and MA. Similarly, Petrocelli, Glaser, Calhoun, and Campbell 
(2001) found that elevations in BPD pathology were related to the EMSs of AB, ED, 
and SI. In a clinical sample in Australia, Jovev and Jackson (2004) found that a 
diagnosis of BPD was associated with elevated scores in the EMSs of DI, DS, and 
AB. However, when compared to a sample of patients diagnosed with AVPD, only DI 
significantly differed between the groups. Hence, it seems that BPD and AVPD may 
share the EMSs of DS and AB. Finally, Specht (2005) provided evidence in a female 
forensic sample that BPD pathology was associated with EMSs from the 
disconnection/rejection and impaired limits domains. These relationships were still 
significant after controlling for comorbid depressive symptomatology. Hence, it 
seems that EMSs related to feeling abandoned and rejected by others combined with 
schemas that related to feelings of emotional dyscontrol may be central to the 
schematic development of BPD. 
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Using a different instrument to examine the schemas in BPD (Butler et al., 
2002) found that patients with BPD scored significantly higher than patients with 
other PDs on a set of 14 items designed to measure the dysfunctional core beliefs of 
patients with BPD. These items were found to reflect themes related to Young et al.’s 
(2003) EMSs of DI, VH, MA, AB, DS, ED, and IS. Using a similar instrument, Arntz 
et al. (1999) found that BPD diagnosed patients scored significantly higher on a set of 
BPD-related assumptions which reflected the EMSs of AB, DI, IS, MA, and VH. 
Furthermore, according to Young and associates (Young, 1999; Young et al., 2003; 
Young & Lindemann, 1992) theory, SB may be related to BPD pathology. Young and 
associates (Young, 1999; Young et al., 2003; Young & Lindemann, 1992) have 
argued that individuals with the EMS of SB are prone to temper outbursts and this is 
an important characteristic of BPD pathology. Furthermore, Young and associates 
(Young, 1999; Young et al., 2003; Young & Lindemann, 1992) argue that SB may be 
a means of coping with feelings of abandonment, another construct central to BPD. 
Some empirical evidence exists for this claim. Specht (2003) found that the EMSs of 
SB and AB uniquely predicted BPD pathology. 
Hence, it seems that BPD is related to a large number of EMSs across all of 
Young and associates’ (Young, 1999; Young et al., 2003; Young & Lindemann, 
1992) proposed schema domains. More specifically, there seems to be evidence that 
BPD is related to all the EMSs in the disconnection/rejection domain (i.e., ED, AB, 
MA, DS, & SI) along with two EMSs from the impaired autonomy/performance 
domain (i.e., DI & VH) and the EMSs of ISC and SB.  
3.3 Other Cognitive-Behavioural Theories 
Arntz (1999) has outlined an alternative (though similar) theory on the 
development of BPD related to abusive experiences during childhood. He argues that 
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abuse (sexual, physical, and emotional) leads to maladaptive core beliefs related to the 
self (seeing self as bad, vulnerable, and helpless), others (seeing others as malevolent, 
abusing, and rejecting), emotions (emotional life is viewed as dangerous), and 
relationships (sees themselves as needing help). These core beliefs closely correspond 
to Beck et al.’s (2004) recent re-conceptualization of BPD which, they argue, is 
related to three basic core beliefs (“The world is dangerous and malevolent”; “I am 
powerless and vulnerable”; & “I am inherently unacceptable”). It is interesting to note 
the contradictory beliefs inherent in the paranoid belief that others are dangerous 
combined with the belief that the self is weak (and presumably) needs help. It is these 
contradictory beliefs that Beck and associates (Beck et al., 1990; Beck et al., 2004) 
believe are responsible for the seemingly erratic interpersonal behaviour of the 
individual with BPD. These maladaptive core beliefs then lead to the dysfunctional 
behaviour of the BPD patient through expectations of abuse or abandonment from 
others (a logical conclusion from the maladaptive schemas these individuals hold) and 
through hypervigilance (or attentional bias to the malevolence of others).  
Keeping with the tradition of highlighting childhood events as pathogenic in 
BPD, Linehan (1993) argues that an invalidating childhood environment and a 
biological predisposition toward emotional dysregulation combine and interact to 
produce BPD. Her Dialectical Behaviour Theory (DBT) argues that the future BPD 
patient is born with a biological vulnerability resulting in difficulties in regulating 
moods. This, Linehan theorizes, consists of two separate but related dysfunctions. The 
first is hypersensitivity to emotional stimuli combined with a slow return to baseline 
mood (collectively termed emotional vulnerability). The second dysfunction is in the 
emotional modulation system and refers to difficulties in reducing the reactivation of 
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(negative) emotions. As mentioned earlier these dysfunctions are believed to be the 
result of as yet unknown biological vulnerability. 
Linehan (1993) further theorizes that BPD interacts with what she terms an 
invalidating environment. An invalidating environment is one in which the child’s 
emotional expressions and experiences are dismissed, punished, or trivialized. This 
invalidating environment thus communicates to the child that his/her experiences are 
unfounded (or outright wrong) thus the child begins to doubt his/her own emotional 
reactions. Families characterized by substance abuse, financial difficulties, or families 
in which a parent (or parents) are absent most of the time pay little attention to the 
children and are thus invalidating according to Linehan. Also families which cannot 
tolerate negative emotional expression (termed perfect families) are an example of an 
invalidating environment as is a childhood environment in which the child is exposed 
to sexual or other forms of childhood abuse. This is invalidating because the child is 
usually told that this is OK and normal by the perpetrator and negative reactions to the 
abuse are often ignored, disbelieved, or the child is blamed for the abuse thus 
invalidating the experience.  
Furthermore, invalidating environments have four specific consequences. 
First, because the child’s emotional expression and experiences are automatically 
dismissed, the child fails to learn to label emotions or modulate emotional expression. 
Second, the invalidating environment fails to teach the child how to handle emotional 
distress or that emotional distress can be a normal human experience. Thirdly, within 
an invalidating environment, emotional responses may only be validated or responded 
to if they are extreme. Finally, this type of environment fails to teach the child when 
to trust his/her emotional reactions. While this theory is useful in understanding the 
aetiology of BPD, it lacks a clear cognitive component. 
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CHAPTER 4: CHILDHOOD FACTORS AND BORDERLINE PERSONALITY 
DISORDER 
4.1 Forms of Childhood Maltreatment 
Contrary to popular belief, childhood maltreatment is a fairly common 
occurrence
1
. For example, in a community sample of 967 Scher, Forde, McQuaid, and 
Stein (2004) found that 41.3% of men and 29.8% of women reported some form of 
childhood maltreatment. Many different forms of childhood maltreatment have been 
identified (Bernstein, Ahluvalia, Pogge, & Handelsman, 1997; Briere, 1992; 
MacMillan et al., 2001). However, on a very general level, childhood maltreatment 
can be classified into four categories, physical abuse, sexual abuse, emotional abuse, 
and neglect (MacMillan et al., 2001).  
4.1.1 Childhood Sexual Abuse 
Childhood sexual abuse (CSA) is defined as any form of sexual contact 
between a child under the age of 17 years and an adult or person five years older than 
the individual. This sexual contact can range from fondling to intercourse to sadistic 
or ritualistic abuse. However, exposure to pornography at a young age can also be 
identified as a form of CSA (Bernstein et al., 1997). Women are more likely to report 
CSA than men (Cavaiola & Schiff, 1988) and it has been found that approximately 
7.5% to 27% of females and approximately 2.2% to 16% of males report some form 
of CSA (Finkelhor, Hotaling, Lewis, & Smith, 1990; Gorey & Leslie, 1997; Scher et 
al., 2004).  
                                                
1
 Please note that this chapter concentrates on the actual occurrence of abuse rather than the 
witnessing of abuse. However, witnessing abuse has also been linked with BPD and other 
psychiatric conditions (see for example Herman et al., 1989) 
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4.1.2 Childhood Physical Abuse 
Childhood physical abuse (CPA) is more difficult to define (Briere, 1992). 
Nevertheless, CPA can be defined as physical assault on a child by an older person 
which results in physical injury or a risk of personal injury (Bernstein et al., 1997). 
Generally, CPA is no more common among men than women with approximately 
20% to 30% of individuals reporting some form of CPA (MacMillan et al., 1997; 
Scher et al., 2004). 
4.1.3 Childhood Emotional Abuse 
A third kind of abuse, childhood emotional abuse (CEA), can be defined as 
any kind of verbal assault by an adult directed towards a child which threatens the 
child’s sense of self-worth or well-being (Bernstein et al., 1997). Little research has 
been performed on the prevalence of CEA, however, it has been found that women 
are slightly more likely than men to report it (Durrett, Trull, & Silk, 2004) with 14.3% 
of women and 9.6% of men reporting CEA (Scher et al., 2004).  
4.1.4 Childhood Neglect 
The final form of childhood maltreatment is neglect and this can be of two 
basic types.  Childhood physical neglect (CPN) can be defined as a gross failure of 
caretakers of the child to provide basic survival needs such as food, water, clothing, 
shelter, safety, and health care while childhood emotional neglect (CEN; or the failure 
to connect emotionally with a child) can be defined as a failure of parents to provide 
for the basic emotional needs of a child such as love, support, encouragement, and a 
sense of belongingness (Bernstein et al., 1997). CEN has also been described as akin 
to low care expressed by parents (Wark, Kruczek, & Boley, 2003). That is, a parent 
who does not show the child that he/she cares for him/her is being emotionally 
neglectful toward that child. As is the case for CEA, the prevalence of neglect has not 
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been studied very extensively. However, it seems that CEN may be quite rare among 
the general population with only 5.3% of women and 4.9% of men reporting CEN 
(Scher et al., 2004). However, CPN seems to be more prevalent with a higher 
prevalence among men then women; 22.1% of men and 14.2% of women report CPN 
(Gorey & Leslie, 1997).  
4.2 Relationships between Different Forms of Childhood Maltreatment 
While there is a theoretical distinction between differing forms of childhood 
maltreatment, all types of maltreatment tend to co-occur, particularly CPA and CEA 
(Harter & Vanecek, 2000). For example, in a study of BPD diagnosed in-patient 
adolescent females Westen, Ludolph, Misle, Ruffins, and Block (1990) found that 
75% of these patients who were neglected had also been physically abused (during 
childhood) while Ney, Fung, and Wickett (1994) found that only five per-cent of 
individuals reporting childhood maltreatment reported only one type of maltreatment. 
Hence, all forms of childhood maltreatment tend to co-occur. That is, a child exposed 
to one type of maltreatment is likely to be exposed to others. In the case of CEA it has 
been argued that this type of abuse is evident in all types of childhood maltreatment. 
As such, CEA seems to have non-specific clinical effects. CSA, CPA, and CEA have 
been related to non-specific adult outcomes including general PD symptoms (Battle et 
al., 2004), anxiety, obsessiveness, depression, somatization, and interpersonal 
sensitivity (Harter & Vanecek, 2000). 
4.3 Childhood Sexual Abuse and Borderline Personality Disorder 
It has been argued and shown that CSA is related to a wide range of 
psychological conditions including anxiety (Boney-McCoy & Finkelhor, 1996; Bryer, 
Nelson, Miller, & Krol, 1987; Bushnell, Wells, & Oakley-Browne, 1992; Figueroa, 
Silk, Huth, & Lohr, 1997; Greenwald, Leitenberg, Cado, & Tarran, 1990; Nash, 
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Hulsey, Sexton, Harralson, & Lambert, 1993; Pribor & Dinwiddle, 1992; Swanston et 
al., 2003; Windle, Windle, Scheidt, & Miller, 1995), depression (Boney-McCoy & 
Finkelhor, 1996; Bryer et al., 1987; Figueroa et al., 1997; Gladstone, Parker, Wilhelm, 
Mitchell, & Austin, 1999; Greenwald et al., 1990; Mullen, Martin, Anderson, 
Romans, & Herbison, 1996; Nash et al., 1993; Pribor & Dinwiddle, 1992; Putnam, 
2003; Swanston et al., 2003; Turner & Butler, 2003; Windle et al., 1995), self-
destructiveness (Nash et al., 1993; Swanston et al., 2003; van der Kolk, Perry, & 
Herman, 1991; Wagner & Linehan, 1994), substance abuse (Mullen et al., 1996; Nash 
et al., 1993; Pribor & Dinwiddle, 1992; Swanston et al., 2003), ASPD (Bensley, Van 
Eenwyk, Speiker, & Schoder, 1999; Nash et al., 1993; Swanston et al., 2003; Windle 
et al., 1995), BPD (Arntz et al., 1999; Bryer et al., 1987; Herman, Perry, & van der 
Kolk, 1989; Nash et al., 1993; Paris, Zweig-Frank, & Guzder, 1994; Shea, Zlotnick, & 
Weisberg, 1999; Silk, Lee, Hill, & Lohr, 1995; Soloff et al., 2002; Swanston et al., 
2003; S. Yen et al., 2002; Zanarini et al., 1997; Zanarini et al., 2002; Zlotnick, Mattia, 
& Zimmerman, 2001), psychosis (Bryer et al., 1987; Figueroa et al., 1997; Greenwald 
et al., 1990; Nash et al., 1993; Swanston et al., 2003), sexual dysfunction (Mullen et 
al., 1996; Nash et al., 1993; Swanston et al., 2003), self-mutilation (Dubo, Zanarini , 
Lewis, & Williams, 1997; Gladstone et al., 2004; Peleikis, Mykletun, & Dahl, 2004), 
suicidality (Dubo et al., 1997; G. L. Gladstone et al., 2004; Mullen et al., 1996; 
Oldham, Kodol, Dallaher, & Kroll, 1996; Soloff et al., 2002; van der Kolk et al., 
1991; Wagner & Linehan, 1994; Windle et al., 1995; Zlotnick et al., 2001) and 
somatization (Bushnell et al., 1992; Greenwald et al., 1990; Nash et al., 1993; 
Swanston et al., 2003). Thus, BPD is only one of many conditions linked to a history 
of CSA. 
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In addition to this, CSA has also been linked to cognitive distortions, core 
beliefs, and EMSs implicated and thought to be pathogenic to BPD (van Hanswijck de 
Jong, Waller, Fiennes, Rashid, & Lacey, 2003). For example, in a sample of 38 
morbidly obese participants, van Hanswijck de Jong et al. (2003) found that those 
who had been sexually abused during childhood obtained significantly higher scores 
in the EMSs of SI, DS, and SB. These EMSs have been linked to BPD (see section 
3.2.5) and may help explain the relationship between BPD and CSA. 
Generally, clinical studies have demonstrated a strong link between CSA and 
BPD (Figueroa & Silk, 1997; Rinne et al., 2000) with the percentage of BPD 
diagnosed individuals reporting CSA ranging from 40% (Soloff et al., 2002) to 88% 
(Arntz et al., 1999; Brodsky et al., 1995; Soloff et al., 2002; Weaver & Clum, 1993). 
A history of CSA is more likely to be reported by BPD-diagnosed patients than non-
BPD diagnosed patients with other psychiatric conditions (Links, Steiner, Offord et 
al., 1988; Paris et al., 1994; Westen et al., 1990) and non-clinical individuals with 
BPD-type features have been found to be marginally more likely to report CSA than 
non-clinical individuals without BPD-type features (Durrett et al., 2004; Trull, 2001b) 
Thus, CSA seems to be an important factor in the development of BPD.  
Using the Childhood Trauma Questionnaire (CTQ; Bernstein et al., 1997), a 
standardized self-report inventory that assesses CPA, CEA, CSA, CEN, and CPN, 
Driessen et al. (2000) found that 21 female inpatients diagnosed with BPD obtained 
significantly higher CSA scores than a matched sample of 21 females without a BPD 
diagnosis (who never sought psychiatric treatment). While this study demonstrates an 
association between CSA and BPD, it must be noted that Driessen et al’s (2000) 
control group consisted of individuals with no psychiatric diagnoses. Thus, one cannot 
ascertain whether the differences in CSA scores between the groups represent an 
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association between CSA and BPD or an association between CSA and general 
psychopathology. Furthermore, the BPD group met an average of 8.1 criteria (out of 
9) suggesting this group of BPD diagnosed patients were at the extreme end of the 
diagnosis.     
Westen et al. (1990) examined the history of childhood maltreatment in 27 
BPD diagnosed adolescent females and 23 non-borderline psychiatric controls. Chart 
review method was used to identify instances of childhood abuse. It was found that 
the BPD group experienced significantly more neglect (44%) and significantly more 
CSA (52%) than the control group (17% & 19% respectively). BPD patients who 
were sexually abused during childhood were significantly more impulsive and had 
significantly greater incidence of substance abuse and promiscuity than BPD patients 
who were not sexually abused during childhood. However, this relationship still 
existed when looking at the sample as a whole. That is, patients exposed to CSA 
(regardless of diagnosis) tended to be significantly more impulsive, report more 
substance abuse and report more promiscuity than patients who were not sexually 
abused during childhood.  Thus, impulsivity may be a common factor explaining the 
relationship between BPD and CSA. Individuals who have been sexually abused 
during childhood may be more likely to be impulsive (either being a product of the 
sexual abuse or a risk factor for sexual abuse). This impulsivity may then result in an 
increased risk of a BPD diagnosis.  
Weaver and Clum (1993), however, demonstrated this association more 
clearly. They investigated retrospective reports of childhood maltreatment among a 
group of 17 BPD diagnosed inpatient females and a group of 19 non-BPD diagnosed 
inpatient females (this group met less than four BPD criteria). Their results showed 
that the BPD group was significantly more likely to report CSA with 76% of this 
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group reporting CSA compared to only 26% of the control group. Furthermore, 
Weaver and Clum (1993) demonstrated a correlation of r=.73 between CSA and BPD 
pathology. This association remained significant even after statistically controlling for 
other forms of childhood maltreatment and dysfunctional family environments. This 
study was particularly important because it demonstrated the unique association 
between CSA and BPD and could effectively rule out the general psychopathology 
explanation. 
Since Weaver and Clum’s (1993) study, a number of other studies have shown 
similar associations between BPD or BPD symptomatology and CSA using 
psychiatric control groups (Arntz et al., 1999; Ellason & Ross, 1996; Shea et al., 
1999; Wonderlich et al., 2001). For example, Arntz et al. (1999) found that a group of 
16 BPD diagnosed individuals reported more CSA than both Cluster C PD psychiatric 
controls and non-psychiatric controls. Other studies support these findings with BPD 
diagnosed individuals obtaining higher rates of CSA than individuals with other PD 
diagnoses (Herman et al., 1989). However, these studies fail to answer the question of 
whether sexual abuse must occur during childhood in order to result in an increased 
likelihood of a BPD diagnosis. That is, BPD could be a general response to trauma 
(regardless of the age of onset of the trauma) rather than one specific to childhood 
maltreatment. 
In order to investigate this important question, Wonderlich et al. (2000) 
examined BPD symptomatology among four different groups of women. The first 
group consisted of 26 women reporting CSA, the second group consisted of 21 
women reporting rape during adulthood, and the third group was 25 women reporting 
both CSA and adult rape, while the final group of women reported no CSA or adult 
rape. Their results showed that the groups reporting CSA reported higher BPD 
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symptomatology (such as identity disturbance, affective instability, & self-destructive 
behaviours) than the other two groups. Thus, this study demonstrated that BPD 
symptomatology may be related to CSA after ruling out the effects of sexual abuse 
during adulthood. That is, BPD may be a response to CSA not sexual assault during 
adulthood. However, it must be noted that BPD diagnoses were not made in this 
study. 
While the evidence presented above seems to indicate quite a strong 
association between CSA and BPD, a recent meta-analysis by Fossati, Madeddu, and 
Maffei (1999) of 21 studies (total of 2479 participants) revealed only a moderate 
effect size between CSA and BPD. Furthermore, these researchers demonstrated that 
stronger effect sizes were associated with smaller N sizes. Thus, this suggests that 
smaller, unrepresentative samples are associated with a stronger association between 
CSA and BPD which calls into question the veracity of the relationship between CSA 
and BPD. 
In addition to this, Figueroa and Silk (1997) argue that single, non-penetrating 
CSA is not common in BPD. Instead they argue that CSA in the future BPD patient 
tends to be ongoing, perpetrated by a family member, involving penetrating sexual 
activity. However, it must be noted that while Nash et al. (1993) found a significant 
association between CSA and a variety of adult psychological outcomes, these effects 
became non-significant after controlling for family functioning (more specifically 
cohesion, expressiveness, family sociability, family idealization, democratic family 
style, conflict, external locus of control, authoritarian parenting and enmeshment). A 
study by Brock, Mintz, and Good (1997) found similar results with dysfunctional 
family environment being related to adverse psychological outcomes in adults 
independent of CSA status. Taken together, these results suggest that perhaps the 
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CSA itself does not have as much of a profound effect if the CSA occurs within the 
context of a positive family environment. Thus, perhaps family environment may 
have an effect on the relationship between CSA and BPD in adulthood such that the 
combination of a dysfunctional family environment and CSA is more pathogenic of 
BPD than CSA alone. 
Alternatively, some studies (e.g., Bernstein et al., 1998) have failed to find a 
link between CSA and any PD when other types of childhood maltreatment have been 
controlled for. Moreover, an estimated 20% to 45% of patients with BPD do not 
report a history of CSA (Sabo, 1997) and there is some evidence to suggest that CSA 
may not predict BPD symptoms in non-clinical samples (Trull, 2001a). Hence, CSA 
may not be as major a risk factor for BPD as was once thought and other factors must 
be involved in its aetiology (Goodman & Yehuda, 2002)  
In summing up, while there seems to be an association between CSA and BPD 
thus supporting cognitive-behavioural theories (Beck et al., 1990; Young, 1999; 
Young et al., 2003; Young & Lindemann, 1992), the association may not be as strong 
as once believed (Fossati, Madeddu et al., 1999) and may be influenced by familial 
environment or other forms of childhood maltreatment. Furthermore, given the 
association between BPD and childhood maltreatment, some researchers argue that 
BPD is best construed as a complex PTSD (McLean & Gallop, 2003). However, there 
is strong evidence against this argument particularly given the correlational nature of 
studies examining the relationship between childhood maltreatment and BPD and the 
relative neglect of research data showing the large number of non-clinical adults 
reporting CSA (and other childhood maltreatment) with no demonstrable 
psychopathology  (Paris, 1998; Sabo, 1997). Hence, it is unlikely that BPD is simply a 
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‘complex PTSD’ or a response to childhood trauma. Nevertheless, CSA seems to be 
somewhat related to BPD. 
4.4 Childhood Physical Abuse and Borderline Personality Disorder 
CPA is another childhood maltreatment factor found to be associated with 
BPD (Garno, Goldberg, Ramirez, & Ritzler, 2005; Goldman, D'Angelo, DeMaso, & 
Mezzacappa, 1992; Links, Steiner, Offord et al., 1988; Paris et al., 1994; Trull, 2001a; 
Westen et al., 1990; Zanarini et al., 2000; Zanarini et al., 1997). However, as is the 
case for CSA, CPA has been related to a variety of other outcomes including anxiety 
(Windle et al., 1995), depression (Mullen et al., 1996; Windle et al., 1995), ASPD 
(Windle et al., 1995), sexual dysfunctions (Mullen et al., 1996) and suicidality 
(Mullen et al., 1996; Windle et al., 1995). Hence, as is the case for CSA, BPD is one 
of many identified adult outcomes for CPA.   
In terms of specific evidence linking CPA to BPD, Weaver and Clum (1993) 
found that females diagnosed with BPD were significantly more likely to report CPA 
when compared to non-BPD controls. Other studies (e.g., Arntz et al., 1999; Goldman 
et al., 1992; Links, Steiner, Offord et al., 1988; Zanarini et al., 2000; Zanarini et al., 
1997) have also reported increased rates of CPA among BPD-diagnosed individuals in 
comparison with clinical controls of non-BPD diagnosed individuals.  Furthermore, in 
Weaver and Clum’s (1993) study a correlation of r=.46 was found between CPA 
scores and BPD symptomatology thus suggesting increased severity of CPA is related 
to increased severity of BPD. However, after controlling for all childhood 
maltreatment factors and dysfunctional family environment, CPA was no longer a 
significant predictor of BPD symptomatology. Similarly, in a sample of 78 female 
patients with BPD and 72 patients without BPD, Paris et al. (1994) found that reports 
of CPA were not related to BPD after controlling for CSA. Hence, CPA may have its 
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effects on BPD through co-occurring forms of childhood maltreatment and family 
dysfunction. Furthermore, there is some evidence to suggest that CPA may be related 
to BPD only through comorbid symptomatology. In a sample of 393 college students, 
Nickell, Waudby, and Trull (2002) found that while CPA had a significant zero-order 
correlation with BPD, when axis I and axis II symptomatology was controlled CPA 
did not significantly predict BPD. Hence, CPA may be related to BPD only through 
comorbid axis I and axis II symptoms.  
However, using the CTQ (Bernstein et al., 1997) Arntz et al. (1999) found that 
a combined scale of CPA and CEA was significantly higher in the BPD diagnosed 
group when compared to the non-BPD diagnosed group. Furthermore, after 
controlling for other types of childhood maltreatment (i.e., CEN, CSA, & CPN) CPA 
still made significant contributions to BPD pathology. Hence, these results are at 
variance with those of Weaver and Clum’s (1993) suggesting that CPA may have 
direct effects on BPD pathology. Furthermore, non-clinical studies have partially 
supported the relationship between BPD and CPA (Trull, 2001a, 2001b). For 
example, Trull (2001b) found that reports of CPA were related to an interview-based 
measure of assessment for BPD but was unrelated to a self-report-based measure for 
BPD.  
Therefore, as is the case for CSA, while CPA has been related to BPD 
pathology some studies have failed to find an association when controlling for other 
forms of childhood maltreatment. Thus, the question of the specificity of CPA to BPD 
remains unanswered but CPA seems to have some relationship to adult BPD.   
4.5 Childhood Emotional Abuse and Borderline Personality Disorder 
CEA has been found to be related to a number of adult outcomes including 
anxiety (Rich, Gingerich, & Rosen, 1997; Spertus, Yehuda, Wong, Halligan, & 
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Seremetis, 2003), depression (Chapman, Whitfield, Felitti, Dube, & Edwards, 2004; 
Rich et al., 1997; Spertus et al., 2003), somatization (Spertus et al., 2003), suicidality 
(Brierer et al., 2003; Garno et al., 2005) and PD symptomatology, particularly cluster 
B PDs, including BPD (Arntz et al., 1999; Bernstein et al., 1998; Brierer et al., 2003; 
Garno et al., 2005; Goodman & Yehuda, 2002; Heffernan & Cloitre, 2000).  
More specifically, in a group of clinical participants with PTSD, Heffernan 
and Cloitre (2000) found that CEA by mothers was significantly more likely in 
PTSD-diagnosed individuals with a comorbid BPD diagnosis when compared to 
PTSD-diagnosed individuals with no comorbid BPD diagnosis. Furthermore, in a 
small clinical sample, Arntz et al. (1999) found that reports of CEA (combined with 
CPA) were significantly more common in individuals with a BPD diagnosis 
compared to individuals with a cluster C PD diagnosis.  
The link between CEA and BPD was more clearly shown in a study of 378 
adult substance abusers (where 85.6% were male), by Bernstein et al. (1998). Results 
of this study showed that only CEA predicted BPD symptomatology while all other 
forms of childhood abuse measured by the CTQ (i.e., CPA, CSA, CEN, & CPN) did 
not significantly predict BPD symptomatology over and above that of CEA. However, 
zero-order correlations showed significant relationships between BPD 
symptomatology and each of CPA, CSA, CEN, and CEA. Findings by Spertus et al. 
(2003) also showed that CEA was a significant predictor of anxiety and depressive 
symptoms in adulthood over and above that of CPA or CSA. Others have shown 
similar results in terms of depressive-type cognitions in adulthood being more 
strongly predicted by CEA than CPA or CSA (Gibb, Alloy, Abramson, & Marx, 
2003). Thus, these results suggest that CEA may be common to all forms of childhood 
maltreatment and may be the factor that contributes to BPD symptomatology (and 
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other psychological conditions) in adulthood. It has been argued that CEA is 
fundamental to all types of abuse and thus should have non-specific effects (Bernstein 
et al., 1998). This proposition is supported by findings that CEA is related to anxiety, 
depression, and suicidality. However, it could also be argued that CEA is more like a 
family environment factor as it is a phenomena which occurs over a relatively long 
time frame when compared to CPA or CSA which are associated with more discrete 
episodes of maltreatment. 
Therefore, there is some evidence for a link between CEA and BPD. However, 
there is also strong evidence to suggest that CEA is related to depression and anxiety. 
4.6 Childhood Neglect and Borderline Personality Disorder 
Empirical studies into the effects of neglect in childhood are relatively small in 
number compared to the vast literature on CPA and CSA. Nonetheless, CEN has been 
linked with the development of adult psychiatric disturbances in general (Spertus et 
al., 2003) as well as biological underpinnings predisposing for psychiatric 
disturbances in general (A. Roy, 2002). More specifically, CEN has been linked with 
adult psychological outcomes including depression, anxiety, and suicidality or self-
mutilation (van der Kolk et al., 1991) and to cluster B PDs, including BPD (Garno et 
al., 2005; Zanarini et al., 1997; Zanarini et al., 2002) 
Reports of CEN and CPN have also been found to be significantly more 
common in BPD patients when compared to patients with other PDs (Frank & 
Hoffman, 1986; Zanarini et al., 2000; Zanarini et al., 1997), and the severity of 
neglect during childhood has been shown to predict the severity of BPD 
psychopathology (Zanarini et al., 2002). For example, Zanarini et al. (1997) found 
that a sample of 359 clinical inpatients with a BPD diagnosis were more likely to 
report instances of CEN by their parents than were a sample of 109 inpatients with 
  
88
other PD diagnoses. Furthermore, CEN has been found to predict symptoms of BPD 
including suicidality and self-mutilation (van der Kolk et al., 1991). 
Other studies have found a relationship between a lack of maternal/paternal 
care and BPD (Paris & Frank, 1989; Paris et al., 1994; Torgerson & Alnaes, 1992; 
Yatsko, 1995; Zweig-Frank & Paris, 1991). For example, using the Parental Bonding 
Instrument (PBI; Parker, Tupling, & Brown, 1979) a well validated instrument for the 
assessment of perception of relationship with caretakers during childhood, Zweig-
Frank and Paris (1991) found that a sample of BPD patients were significantly more 
likely to report their parents as less caring than a sample of clinical participants with 
other psychiatric disorders.  This relationship has also been documented in non-
clinical samples. For example, in a sample of 393 college students, Nickell et al. 
(2002) found that parental care was inversely related to BPD pathology such that 
increased BPD symptomatology was associated with a perception of less caring 
parents. It must be noted that a lack of care from parents has been defined as a kind of 
CEN and some studies have used measures of perception of parental care as a 
measure of CEN (e.g., Wark et al., 2003). Whilst, these studies also support a role for 
CEN in the aetiology of BPD, others have failed to find a relationship between reports 
of CEN and adult BPD pathology (e.g., Missencik, 2001), thus the relationship is not 
consistent. 
Nevertheless, while there is some evidence for a relationship between neglect 
or deprivation in childhood and BPD diagnosis this same etiological model has been 
shown for depressive disorders (Links, 1992; Parker, 1979; Shah & Waller, 2000). 
For example, Shah and Waller (2000) found that a group of depressed outpatients 
viewed their parents as less caring than a group of non-depressed volunteers. It might 
therefore be argued that the tendency for BPD individuals to view their parents as less 
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caring and more controlling, may be a function of their comorbid level of 
psychopathology rather than relationship specific, and aetiologically specific to BPD.  
Bernstein (2002) argues that CEA and CEN (collectively emotional 
maltreatment) are highly related to each other and to other forms of childhood 
maltreatment. Claussen and Crittenden (1991) provided empirical evidence of this 
assertion, finding that in 89% of documented cases of physical abuse, emotional (or 
psychological) maltreatment was also present. However, they also found that in a 
community sample of no documented cases of childhood abuse or neglect that 
psychological maltreatment was still quite common and that it tended to lead to 
negative outcomes for children. Bernstein (2002) further argues that emotional 
maltreatment during childhood leads to maladaptive and distorted beliefs and schemas 
which then leads to biased information being processed in relation to the self, others 
and the world. He also argues that schemas may be a mediating factor between 
childhood maltreatment and adult personality pathology. More specifically, CEA may 
lead to the EMSs of DS, MA, and AB while EN may lead to EMSs of ED and SI 
(Bernstein, 2002). All these EMSs have been related to BPD pathology (see section 
3.2.5). 
The empirical literature regarding CPN is more limited. Nonetheless, Arntz et 
al. (1999) found that CPN was significantly more common in a group of patients with 
a BPD diagnosis than a group of patients with cluster C PD diagnoses. In spite of this, 
other studies have failed to find a significant relationship between BPD and CPN. For 
example, in a sample of 399 substance dependent persons, Bernstein et al. (1998) 
found that CPN (along with CPA) was related to ASPD but not other PDs while Grilo 
and Masheb (2002) found no significant relationship between BPD and CPN in a 
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sample of 116 eating disordered patients. Consequently, the evidence for an 
association between BPD and CPN is not consistent. 
Hence, the evidence for an association between childhood neglect and BPD is 
mixed. For CEN, the association with BPD seems to be quite consistent whilst with 
CPN, the evidence is not as strong and tends to be generally inconsistent. 
4.7 Childhood Familial Environments and Borderline Personality Disorder 
Childhood familial environments have also been related to adult BPD (e.g., 
Weaver & Clum, 1993) and a number of familial factors have been identified that may 
contribute to the well-being or detriment of family members. One such instrument 
designed to measure family functioning is called the Family Functioning Scale (FFS; 
Bloom, 1985) which measures 15 aspects of family functioning and is a widely used 
retrospective measure of family functioning (Bonal, 1990; Brown, Schrag, & Trimble, 
2005; Garren, 1997; Hampson & Beavers, 1987; Hulsey, 1991; Hulsey, Sexton, & 
Nash, 1992; Jacome, 1988; Naleway, 1995; Nash et al., 1993; Shaeffer, 2002; 
Wentworth, 1992). 
Family expressiveness refers to the ability of family members to freely 
communicate their feelings and opinions with each other and a family environment 
which fosters this security in its members. Family cohesion refers to shared affection, 
support, and care amongst family members as well as concern and commitment to 
spending time as a family unit (Barber & Buehler, 1996; Ratnam, 1994). While family 
enmeshment may be viewed as existing on the extreme end of the cohesion 
continuum, (Barber & Buehler, 1996) produced evidence that cohesion and 
enmeshment are two differing constructs. They showed, in a sample of adolescents, 
that cohesion negatively predicted internalizing and externalizing problems while 
enmeshment positively predicted internalizing and youth problems. They also 
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produced evidence that the two constructs were unrelated to each other. Hence, 
enmeshment can be thought of as a type of psychological control where individuation 
of the developing child is severely effected. In addition to this, families high in 
enmeshment tend to insist that family members spend almost all their time together at 
the expense of allowing individual family members to lead their own lives (Ratnam, 
1994). 
Conflict refers to the frequency and extent to which family members lose their 
temper, criticize each other, or fight while family sociability refers to the extent to 
which the family seeks and gains pleasure from social interactions with others outside 
the family unit (Ratnam, 1994). Family idealization refers to the extent to which 
family members value the family unit as a whole while disengagement refers to lack 
of communication among family members and a general lack of interaction among 
family members (Ratnam, 1994). Locus of control is another family functioning factor 
and an external locus of control refers to the perception that the family unit’s 
misfortunes (and good fortunes) are seen as beyond the control of the family and 
influenced by outside forces (Ratnam, 1994). 
Three main family styles are also assessed by the FFS. Authoritarian family 
style refers to how influential parents are in rule making in the family unit, and the 
distribution of punishment for rule breaking (Ratnam, 1994). Conversely, a 
Democratic (or authoritative) Family Style refers to the extent to which all family 
members contribute equally to rule making and adequate punishments for rule 
transgressions within the family unit. Finally, the Laissez-Faire (or permissive) 
Family Style refers to the non-existence of rules within the family and members of the 
family are allowed to act in their own ways (Ratnam, 1994). The FFS also measures 
religious orientation (extent to which family values religion), and intellectual-cultural 
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orientation (extent to which family pursues intellectual and cultural activities) 
(Ratnam, 1994). 
Familial expressiveness refers to the ability of family members to freely 
express their emotions and communicate with each other while conflict refers to 
tensions and arguments between family members (Bloom, 1985). 
Weaver and Clum (1993) showed that BPD patients reported less family 
cohesion (i.e., togetherness), less family expressiveness, and more familial control 
than non-BPD families, independent of the effects of childhood maltreatment. 
Furthermore, Torgerson and Alnaes (1992) showed that BPD patients were more 
likely to report their parents as significantly more controlling than a group of patients 
without a BPD diagnosis.  
However, there is inconsistency in the relationship between 
Control/overprotection by parents and BPD (Goldberg, Mann, Wise, & Segall, 1985; 
Nickell et al., 2002; Torgerson & Alnaes, 1992; Zweig-Frank & Paris, 1991). For 
example, Nickell et al. (2002) found a positive relationship between maternal 
overprotection/control and BPD symptomatology in a large non-clinical sample. 
These relationships were still significant after controlling for sexual and physical 
abuse during childhood. Similarly, in a clinical sample of 44 patients with a BPD 
diagnosis Fossati et al. (2001) found that BPD patients rated their parents as 
significantly more controlling than a sample of 206 non-clinical controls. However, 
significant differences were not found between BPD patients and patients with other 
PDs, a finding supported by Paris and Frank (1989). Consequently, the effects of 
controlling/overprotective parenting may not be specific to BPD and may instead 
represent a general risk for psychopathology (or PDs) rather than BPD specifically. 
Moreover, some researchers have argued that a combination of emotionally neglectful 
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parenting combined with controlling/overprotective parenting (termed affectionless 
control) may be pathogenic to the development of BPD (Zweig-Frank & Paris, 1991). 
Thus, it seems maternal overprotection and a lack of maternal care (or a 
perception of this) seems to have a relationship to later borderline personality 
dysfunction independent of maltreatment. However, there are also findings in the 
literature confirming the relationship between lack of parental care and PD 
symptomatology but at the same time refuting the relationship between parental 
control and PD symptoms and there seems to be some evidence to suggest that BPD 
psychopathology may not have a specific relationship to disturbed parental bonding 
during childhood (Carter, Joyce, Mulder, & Luty, 2001). Accordingly, the relationship 
between controlling/overprotective parenting may be a function of the relationship 
between controlling/overprotective parenting and general psychopathology, as 
opposed to one aetiologically specific to BPD. 
 Another line of research also suggests a strong relationship between CSA (a 
strong childhood antecedent to BPD according to some research; see section 4.2) and 
dysfunctional family environments. For example, an Australian study by Swanston et 
al. (2003) followed 99 sexually abused children over a nine year period. In 
comparison to a sample of non-abused children, the sexually abused group rated their 
families as significantly more dysfunctional than the non-abused group. Interestingly, 
however, the parents of the sexually abused and non-abused group did not 
significantly differ in their perception of family functioning.  
This was also the case in a study by Gunderson and Lyoo (1997) of 21 females 
with BPD who reported their families as significantly less cohesive, less expressive, 
and more conflicted and enmeshed than a normative group. However this same study 
found that parents of the 21 female BPD participants generally rated the family as 
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healthier than the BPD patients and parents tended to agree with each other more than 
the BPD group. Hence, taken together these results suggest some kind of recall bias 
by BPD patients and/or individuals exposed to CSA, and that dysfunctional family 
functioning may continue after maltreatment has ceased.  
In terms of more specific family functioning factors, researchers have found 
that individuals reporting CSA also tend to report their families as more isolated (i.e., 
less sociable), more authoritarian, more enmeshed, more conflictual, more prone to 
blaming others, less expressive, less cohesive, less idealized, less democratic and 
more controlling than individuals reporting no sexual abuse during childhood (Harter, 
Alexander, & Neimeyer, 1988; Hulsey, 1991; Hulsey et al., 1992; Mullen et al., 1996; 
Nash et al., 1993; Swanston et al., 2003). Similar family dynamics have been found 
for children with documented abuse or neglect histories (White, Grzanowski, 
Paavilainen, Astedt-Kurki, & Paunonen-Ilmonen, 2003). For example, White et al. 
(2003) found that families with documented histories of childhood maltreatment 
reported their families as more conflictual, less cohesive, and less expressive than 
families without documented child maltreatment histories. 
Similarly, Harter and Vanecek (2000) found that participants who reported 
some form of childhood maltreatment were more likely to report their childhood 
family environments as more conflictual, less emotionally close and less expressive, 
less socially open, less idealistic, and less democratic than participants not reporting a 
history of childhood maltreatment. These researchers also found that authoritarian 
values tended to lead to childhood abuse. Further to this, Harter and Vanecek (2000) 
found that these family environment variables (used FFS; Bloom, 1985) were more 
strongly related to adult dysfunctional cognitive assumptions than reports of 
childhood abuse. Similarly, Brock et al. (1997) found evidence that a combination of 
  
95
dysfunctional family environment and CSA resulted in more psychological 
symptomatology (in terms of depression and anxiety) than experiences of CSA alone 
or dysfunctional family environment alone. In other words, if individuals perceive 
their family as functional and supportive, the experience of CSA seems to have little 
effect on the long term psychological functioning of the individual (refer to section 
4.3 for a discussion on the relationship between CSA and family environment).  
A prospective study by Boney-McCoy and Finkelhor (1996) found that a 
dysfunctional family environment partially mediated the relationship between CSA 
and anxiety symptoms during adulthood. However, only parent-child relationships 
were considered in this study. Other studies of community samples have found that 
dysfunctional family environment partially mediates the relationship between 
childhood maltreatment and adverse psychological outcomes in adulthood (Mullen et 
al., 1996).  Hence, these studies give credence to the argument that long-standing and 
sustained environmental influences on the developing child may have a more 
profound impact than discrete instances of childhood maltreatment and may help 
explain the relationship between childhood maltreatment and psychopathology in 
adulthood. Interestingly, Harter and Veneck (2000) also found that positive reports of 
childhood familial environment (i.e., increased expressiveness, increased cohesion, 
increased sociability, increased democratic family style, and decreased conflict) were 
related to positive thoughts regarding the self, others and the world. Conversely, CSA, 
CPA, and CEA were specifically related to negative thoughts of self (not the world). 
Hence, these results suggest that childhood maltreatment may foster a negative view 
of the self, however, if the child grows up in a positive family environment, these 
views may be altered. In other words, a positive family environment may buffer the 
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effects of childhood maltreatment and result in a more positive view of the self and 
the world. 
Therefore, consistent with cognitive-behavioural theories, there is some 
evidence for a link between dysfunctional childhood family environments and adult 
BPD pathology. However, because dysfunctional family environments also tend to 
co-occur with childhood maltreatment, it is not entirely clear which of maltreatment 
or family environment lead to BPD. Similarly, reports of troubled parental bonding 
during childhood seems to be related to BPD but the results are not entirely consistent, 
particularly in regards to parental control/overprotection. 
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CHAPTER 5: METHODOLOGICAL CONSIDERATIONS 
5.1 Issues in Retrospective Reporting 
5.1.1 Veracity of Retrospective Reporting 
Retrospective reporting of childhood experiences as a valid indicator of the 
existence of these experiences during childhood has been questioned and criticized on 
a number of grounds (Brewin, Andrews, & Gotlib, 1993a; Henry, Moffitt, Caspi, 
Langley, & Silva, 1994). The main argument put forth by critics of the retrospective 
approach is that, given the well documented fact that human memory is a 
reconstructive process subject to biases (Loftus, 1994), the veracity of retrospective 
reports must be questioned. That is, there must be a question of the certainty of events 
that participants retrospectively recall. A number of studies and reviews have 
addressed this concern. 
For example, Henry et al. (1994) reported on longitudinal data showing that 
retrospective accounts of childhood experiences tend to vary according to earlier 
accounts of the occurrence, timing, frequency and type of events recalled. In this 
study, 1037 children at age three were followed and reassessed on a number of 
psychological (and other) measures every two years up to age 18. When asked to 
report on their childhood experiences retrospectively, there was very low agreement 
for a number of psychosocial variables including self-reported attachment to 
caregivers (r = .24 to r =.40), familial conflict (r = .11 to r =.25), and mother’s mental 
health (r = .11 to r =.20). Hence, these results question the veracity of retrospective 
accounts of childhood experiences, particularly accounts of relationship dynamics 
between family members. However, when considering whether an event did or did not 
occur, retrospective reporting tended to be more valid. Consequently, Henry et al. 
(1994) warned against the use of retrospective reporting if timing and frequency of 
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events was required and they cautioned against the use of psychosocial variables as 
valid indicators of childhood experiences. 
A similar conclusion was drawn in a recent review of the literature on 
retrospective reporting (Hardt & Rutter, 2004). In this review it was found that 
approximately 62% to 64% of women and 16% of men with documented histories of 
CSA or CPA reported these events occurring retrospectively in their adult years. 
Hence, a large minority of women and the majority of men who experienced CSA or 
CPA fail to report it in adult life. However, this review also found that events 
occurring in earlier childhood were less likely to be reported than later and similar 
events. That is, later events seemed to take precedence over earlier similar events. 
Hence, while approximately a third of individuals with documented abuse or neglect 
histories tend to not report these events retrospectively (hence evidence of 
underreporting of childhood adversity), these earlier events may be superseded by 
later similar events thus suppressing the effects of underreporting. There is also 
evidence to suggest that the majority of CPA or CSA reported retrospectively is not 
reported to authorities. For example, Cavaiola and Schiff (1988) reported data on an 
adolescent sample of substance abusers showing that 68% of those reporting a history 
of CPA or CSA were never reported to authorities.  Furthermore, Hardt and Rutter 
(2004) concluded that while serious events of childhood maltreatment could be 
retrospectively recalled with a certain degree of accuracy (given that details and 
interpretations were not asked), relationship dynamics, and family dynamics generally 
had low levels of validity. Hence, the veracity (in terms of occurrence versus non-
occurrence) of retrospective reports of childhood maltreatment seems valid but the 
veracity of familial variables seems less valid and should be interpreted with extreme 
caution. 
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The argument that self-reports of adverse childhood experiences are fairly 
accurate is further supported by findings from Widom and associates (Widom & 
Morris, 1997; Widom & Shepard, 1996) who found generally good discriminant 
validity for self-reports (interview and paper and pencil) of CPA and CSA. They 
found that individuals with documented histories of abuse or neglect were 
significantly more likely to self-report these events than individuals without a 
documented history of abuse or neglect. Furthermore, individuals with a documented 
history of CPA were significantly more likely to report a childhood history of CPA 
than individuals with a documented history of other forms of abuse or neglect. The 
same results were found for CSA. Hence, it seems that self-reported adverse 
childhood experiences seem to be validated by independent sources, thus providing 
evidence for the accuracy and veracity of self-reported adverse childhood experiences. 
A final argument against the use of retrospective reports of childhood 
surrounds the accuracy of memory in psychiatrically disturbed populations. Brewin et 
al. (1993) examined the commonly held view that individuals with psychiatric 
disturbance (particularly depressive or anxiety disorders) were more likely to suffer 
from general memory impairments that affected their recall of events. In a review of 
the literature they found inconsistent evidence for this proposal and they also found 
that while current mood state tended to affect the recall of more recent memories, 
distant childhood memories tended to be unaffected. Hence, this adds some credence 
to the validity of childhood accounts in psychiatrically disturbed samples. However, it 
must be noted that Brewin et al.’s (1993) review did not include patients with BPD. 
Memory distortion may be a particular problem for patients with BPD as they are 
known for their unreliability as informants, even with current events (Ruegg & 
Frances, 1995). It has also been argued that self-reports of abuse by BPD patients may 
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reflect treatment seeking behaviour rather than actual abuse because this is a way of 
eliciting sympathy (Ruegg & Frances, 1995). However, in a non-clinical sample of 
anonymous self-report questionnaires the elicitation of sympathy is unlikely to be a 
motive for retrospective reporting of childhood adversities. 
In further support of Brewin et al.’s (1993) findings, a recent study by Durrett 
et al. (2004) showed moderate temporal consistency of reports of CPA and CSA. 
Hence, if psychiatric or mood state did affect recall of childhood events, low temporal 
consistency would be expected. Given that CPA and CSA show moderate temporal 
consistency, this further supports the claim of the veracity of accounts of childhood 
maltreatment in the adult years. 
While the data presented above question the validity of retrospective reporting 
of childhood experiences, retrospective methods tend to have at least some validity. 
Validity of retrospective reports tends to increase when individuals are asked about 
facts and whether an event occurred or did not occur as opposed to reporting on 
details of the event or events (e.g., how often it occurred or when it occurred; Brewin 
et al., 1993; Hardt & Rutter, 2004; Henry et al., 1994). Furthermore, the results of 
prospective studies, which collect data from children and their parents and follow the 
children into adulthood, generally support the findings of retrospectively designed 
studies (Boney-McCoy & Finkelhor, 1996). 
5.1.2 Retrospective Reporting and Chain of Causation 
It is clear that the question of causality cannot be answered when using a 
retrospective design. That is, because information about childhood environment and 
current psychological functioning are collected concurrently, it cannot be determined 
whether current psychological functioning affects the recall of childhood environment 
or whether childhood environment leads to adult psychopathology. However, Boney-
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McCoy and Finkelhor (1996) outlined another argument that casts doubt over 
retrospective reports. They provided data prospectively showing that premorbid 
psychiatric disturbance in a child was more predictive of adult psychopathology then 
childhood maltreatment. Hence, they propose that the relationship between childhood 
maltreatment and adult psychopathology may be explained by premorbid 
psychopathology predisposing the child to both childhood maltreatment and adult 
psychopathology. Hence, the question of causation cannot be answered equivocally 
with retrospectively designed studies. However, causation can be inferred based on 
these correlational results. 
5.1.3 Retrospective Reporting and Clinical Practice 
However, in clinical practice the distinction between whether the experiences 
may or may not have occurred may be of lesser importance. In clinical practice (apart 
from forensic settings), the therapist is working with patients’ perception of their 
lives. Thus, if a patient reports childhood maltreatment, then according to the patient’s 
perception this has occurred and must be dealt with in therapy. Furthermore, at the 
very least, retrospective accounts may be a valid indicator of a person’s perception of 
past events which may be an indicator of current psychological functioning (Henry et 
al., 1994). 
5.2 Reliability of Research Instruments 
Another issue raised by the childhood maltreatment and BPD literature is that 
not all BPD-diagnosed individuals report childhood maltreatment. This casts serious 
doubts over the argument that BPD is a response to childhood maltreatment. 
However, Arntz (1999) argues that the reliability of the research instruments used 
must be taken into account. For example, just through unreliability of measurement, 
some BPD diagnoses will be missed, and some will be made erroneously. Similarly, 
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through the unreliability of research instruments used to measure childhood trauma, 
some participants will report childhood trauma when none existed and vice versa. 
Therefore, a perfect association between childhood maltreatment and BPD need not 
be present in order for a causal association between childhood maltreatment and BPD 
to be inferred. 
5.3 The Use of Clinical Versus Non-Clinical Samples 
Most studies examining the aetiology of BPD have involved clinical samples 
of BPD-diagnosed individuals. However, several features of clinical samples result in 
these samples being less than optimal for investigating the aetiology and development 
of disorders. First, clinical samples may be atypical and largely unrepresentative of 
the general population. This is likely due to the fact clinical samples often display the 
most extreme, dysfunctional, and severe cases of a given disorder (Ruegg & Frances, 
1995; Trull, 1995; Trull et al., 1997). Thus, results with these samples may result in 
invalid conclusions about aetiology being drawn or inflated findings (due to high base 
rates). For example, the high rates of CSA in BPD samples may not indicate that CSA 
is a major contributing factor to BPD pathology because most individuals in the 
general population who report sexual abuse during childhood grow into 
psychologically healthy adults with no demonstrable psychopathology (MacMillan et 
al., 2001; Paris, 1998). Hence, the primary use of clinical samples to study aetiology 
may miss this anomaly and incorrectly conclude that CSA is a major contributing 
factor in BPD. It must be noted however that a relationship between CSA and BPD 
and CPA and BPD has been supported in non-clinical populations though the 
relationship is somewhat weaker than that found in clinical samples (Trull, 2001b). 
This is not to say that CSA is not causal in BPD but that the use of purely clinical 
samples may overestimate the contribution CSA makes to the development of BPD. 
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Research into BPD with non-clinical samples is thus warranted to examine the 
strength of the relationship. 
Further to this, as argued earlier, clinical samples are more likely to have more 
serious and extreme clinical conditions (Ruegg & Frances, 1995; Trull, 1995; Trull et 
al., 1997). Conversely, non-clinical samples are largely free of severe axis I pathology 
and it has been shown that severe axis I pathology can hinder the validity of self-
reports of personality and PDs (Wiggins & Pincus, 1989). Thus, it seems that when 
examining the aetiology of disorders the use of a non-clinical sample may be more 
appropriate because their relative absence of severe axis I pathology (in comparison to 
clinical samples) results in less ambiguity around the specificity of aetiological factors 
and effectively ameliorates the hindrance on validity of self-reports of personality and 
PDs. In fact, there is some evidence to suggest that non-clinical adults with BPD type 
features may represent a level of dysfunction similar to that of clinically diagnosed 
BPD samples (Trull, 1995). There is also another line of evidence suggesting that 
clinical populations may exhibit more dysfunction if they display PD traits (but not 
the disorder; Nakao et al., 1992).  
For example, in a study on the functional capacity of patients with PDs, Nakao 
et al. (1992) found that patients exhibiting PD traits (but not the disorder, 
operationalized by the participant meeting more than one criterion for a given PD) 
obtained significantly lower GAF scores than patients not exhibiting PD traits. Hence, 
these results show that one does not need to meet the criteria for a PD to be 
functionally impaired by personality factors. They also demonstrate the limitations in 
concentrating on samples with PD diagnoses and limits on the categorical approach to 
PDs.  
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Hence, the use of purely clinical samples in studies examining the aetiology of 
psychiatric conditions may be insufficient and result in invalid conclusions. When 
examining the contributing factors to a given disorder, it seems most appropriate to 
study the condition in a non-clinical sample as these samples tend to have less severe 
clinical conditions and more clearly represent the prevalence of possible aetiological 
factors in the general population (thus not artificially inflating relationships). 
5.4 Self-Report vs Interview Measures of Axis II Pathology 
 The assessment of PDs is generally quite difficult. Westen and others (Westen, 
1997; Westen & Shedler, 1999a) have argued that instruments used to assess PDs 
have problems in validity which may be related to several causes. Westen (1997) 
argues that this may be due to the DSM-IV-TR (APA, 2000) lacking construct 
validity, the lack of a gold standard in PD assessment, or limits in test-retest reliability 
of the instruments. In addition, Westen (1997) argues that the main reason PD 
assessment may be so difficult is clinicians rely less on direct questions when 
assessing for personality pathology as opposed to the direct questions posed to 
patients and participants in structured (or semi-structured) interviews or self-reports. 
However, the use of clinicians as more valid sources of information on personality 
refutes the idea of research on normal personality. That is, much of the research on 
normal personality has been based on self-report. There is evidence to suggest that 
empirically-based self-report measures of personality (such as the Personality 
Diagnostic Questionnaire (4
th
 Ed.; PDQ-4+)) may be more valid than personality 
assessments based on clinician-administered clinical interviews as these highly 
structured instruments ask the same questions in the same way (Ben-Porath, 1997). In 
contrast, clinician administered interviews are not as highly structured and may 
provide different results based on the direction different clinicians may take (Ben-
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Porath, 1997). Consequently, there is no theoretical reason why non-clinical 
individuals cannot provide valid descriptions of their personality even if personality 
traits studied are dysfunctional. Furthermore, given the considerable time taken to 
administer semi-structured interviews for all these conditions, self-report inventories 
(while having a tendency to overdiagnose) may be the most efficient means to 
measure these conditions (Reich, 1992). Finally, while there is generally poor 
agreement between different PD assessment instruments (e.g., Bronisch & Mombour, 
1998; Zimmerman, 1994), the agreement between differing PD assessment 
instruments tends to be generally adequate for BPD and AVPD (Clark, Livesley, & 
Morey, 1997).  
There is a further argument that the assessment of PDs, whether it be by 
interview or self-report, may be affected by the acute state of the patient/respondent 
(Zimmerman, 1994). Nonetheless, the presence of a current major depressive episode 
in an individual does not seem to compromise the effectiveness of the PDQ-4+ (one 
of the more popular self-report inventories for axis II pathology), to assess BPD in 
particular (Kurtz & Morey, 2001). Hence, this evidence suggests that mood has little 
effect on the assessment of BPD using the PDQ-4+. 
Further advantages of using the PDQ-4+ over interview-based measures is that 
the assessment of PDs is not affected by clinician bias (Widiger et al., 1992; 
Zimmerman, 1994) because clinicians do not ask questions nor interpret responses. 
Sex-bias is of particular concern in the assessment of PDs and Lindsay and colleagues 
(Lindsay, Sankis, & Widiger, 2000; Lindsay & Widiger, 1995) have provided 
evidence showing that the PDQ4+ shows very little gender bias in non-clinical 
(Lindsay & Widiger, 1995) and clinical samples (Lindsay et al., 2000). However, only 
the sub-scales of HPD, DEPPD, ASPD, and NPD were investigated in these studies. 
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Alternatively, as mentioned earlier, the PDQ-4+ does produce a higher rate of false 
positives than do interview-based measures (Bagby & Farvolden, 2003; Reich, 1992; 
Widiger et al., 1992; Widiger & Trull, 1993). Also, the argument that self-report 
measures may be invalid for the assessment of PDs because they directly ask 
participants why they behave the way they do can also be made for semi-structured 
interviews as these same sorts of questions are used in interview-based measures 
(Reich, 2003). In comparison to other self-reports of axis II pathology, the PDQ-4+ is 
aligned with DSM-IV-TR criteria (unlike the Minnesota Multiphasic Personality 
Inventory & the Personality Assessment Inventory), can be used in non-clinical 
samples (unlike the Millon Clinical Multiaxial Inventory (3
rd
 Ed.)), and has been 
described as a good measure of BPD pathology (Sansone & Levitt, 2005). Hence, the 
PDQ-4+ seems to be a reasonable choice for the assessment of axis II pathology. 
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AIMS AND HYPOTHESES 
The current study aimed to explore childhood antecedents of adult BPD 
symptomatology and to attempt to explain the relationship in terms of EMSs. A non-
clinical sample was utilized as examination of the aetiology of disorders seems to be 
more valid in a non-clinical sample (see section 5.3). First, given the literature 
showing high comorbidity between BPD and each of anxiety disorders (including 
PTSD), depressive disorders, eating disorders, and SUDs, it was hypothesized that 
self-reports of BPD symptomatology would be positively related to concurrent self 
reports of depression, anxiety, PTSD, eating pathology, drug abuse, and alcohol 
abuse. Moreover, the strongest relationships were expected for depression and PTSD 
as these have been found to be most comorbid with BPD pathology (see section 
2.6.2). Furthermore, given the literature showing high comorbidity between BPD and 
all other PDs, it was hypothesized that BPD symptomatology would show significant 
positive correlations with all other PD symptomatology. However, particularly strong 
relationships were expected between BPD symptomatology and each of PPD, 
DEPPD, and AVPD symptoms as these have most consistently been related to BPD 
(see section 2.6.1). ASPD symptomatology was expected to be the next most strongly 
related to BPD symptoms while NPD, OCPD, and HPD symptoms were expected to 
obtain similar correlations with BPD symptomatology (somewhere in the middle; see 
section 2.6.1). Finally, SCHZPD and SCHZTPD symptoms were expected to be the 
least associated with BPD symptomatology (see section 2.6.1).  
Based on cognitive-behavioural theories of PDs and the empirical literature, it 
was hypothesized that adult BPD symptomatology would be significantly predicted 
by retrospective accounts of childhood maltreatment. More specifically, it was 
hypothesized that retrospective reports of CSA, CPA, CEA, and CEN (and reports of 
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maternal and paternal care) would significantly predict adult BPD symptomatology 
such that more reports of these types of maltreatment would be related to higher BPD 
symptomatology. No specific hypothesis was formulated for CPN as the empirical 
literature is both scarce and conflictual.   
Given the literature linking dysfunctional family environments with exposure 
to a history of childhood maltreatment and to psychopathology and BPD (see section 
4.7), a further aim of the current study was to explore the relationship between 
childhood family environments and BPD. More specifically, it was of interest to 
explore the relationship between BPD symptomatology and retrospective reports 
related to family sociability, authoritarian family style, enmeshed family style, 
conflict, external locus of control, expressiveness, cohesiveness, family idealization, 
and democratic family style as these familial environmental factors have been found 
to discriminate between abusive and non-abusive families (S. Harter et al., 1988; 
Hulsey, 1991; Hulsey et al., 1992; Mullen et al., 1996; Nash et al., 1993) and adult 
patients with BPD have been found to report high rates of childhood maltreatment. 
Hence, the exploration of family environment concurrently with childhood 
maltreatment would effectively address the question of the interaction between family 
environment and childhood maltreatment in their relationship with BPD symptoms. 
EMSs and core beliefs were also expected to be related to BPD 
symptomatology. More specifically, based on Beck’s (Beck et al., 1990; Beck et al., 
2004) cognitive conceptualization of BPD, the Borderline sub-scale of the Personality 
Belief Questionnaire (PBQ-B) and the Borderline sub-scale of the Personality 
Disorder Belief Questionnaire (PDBQ-B) were expected to be moderately correlated 
with BPD symptoms. Moreover, based on Young et al’s (2003) Schema theory and 
previous empirical studies, all EMSs from the Disconnection/Rejection Domain (i.e., 
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ED, AB, MA, SI, & DS) and the EMSs of DI, VH, SB, and IS were hypothesized to 
moderately correlate with BPD symptoms. In addition, the EMSs of FA, SS, EN, EI, 
Et and US were expected to be essentially unrelated to BPD symptoms.  
Finally, based on cognitive-behavioural theory, it was hypothesized that these 
EMSs and core beliefs would mediate the relationship between childhood 
maltreatment, dysfunctional family environment and adult BPD pathology. This 
implies that childhood events lead to EMSs and these EMSs then lead to adult BPD 
pathology (cognitive mediation hypothesis). 
To date, two studies have examined this possibility, both in clinical samples. 
Arntz et al. (1999) showed that the relationship between CSA and BPD, and CPA and 
CEA and BPD were mediated by a set of BPD assumptions (similar to the idea of 
schemas) which differentiated between BPD diagnosed individuals and Cluster C PD 
controls. Similarly, in a sample of female inpatients, Specht (2003) found that the 
EMSs of Ab and SB as well as the schema domains of disconnection/rejection and 
impaired limits mediated the relationship between CEN and BPD pathology. Thus, 
these findings give primary support for the mediating effects of core beliefs in the 
relationship between childhood maltreatment and BPD. However, this has never been 
attempted in a non-clinical sample which may be fairer test of the mediation 
hypothesis given criticism for the use of clinical samples in examining the aetiology 
of disorders (see section 5.3). Moreover, these studies failed to measure family 
environment concurrently. 
Finally, given the substantial comorbidity BPD has with both other PDs and a 
variety of axis I conditions, the cognitive mediation hypothesis was re-examined 
whilst controlling for common axis I conditions (i.e., anxiety, depression, eating 
pathology, drug & alcohol abuse). Furthermore, the cognitive mediation hypothesis 
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was examined with non-borderline PD pathology as the criterion variable to examine 
if the cognitive mediation hypothesis was specific to BPD or more general to all PDs. 
This would effectively address the final aim of the current study in terms of the 
specificity of the relationship between BPD and identified childhood antecedents. In 
other words, these analyses will address the question of whether BPD 
symptomatology is uniquely related to all the above factors. 
Hence, the major research hypotheses and aims of the current study are that 
childhood maltreatment and childhood family environment will be related to adult 
BPD pathology. Furthermore, it was expected that cognitive beliefs and schemas 
would predict BPD pathology. Finally, it was hypothesized that cognitive beliefs and 
schemas would mediate the relationship between childhood events and adult BPD 
pathology.  
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CHAPTER 6: METHOD 
6.1 Participants 
 A total of one hundred and eighty-five (M=27.78yrs; SD=11.03yrs) 
participants completed questionnaires relevant to the current study, consisting of 61 
males (M=27.79yrs; SD=9.78yrs) and 124 females (M=27.77yrs; SD=11.63yrs). 
Thirty-three (17.8%) participants reported being 40 years of age or older while 152 
(82.2%) reported that they were under 40 years. The sample was primarily a 
university-based, white Anglo-Saxon sample however data concerning level of 
education, socio-economic status, or ethnicity was not collected. Of these participants, 
seven were recruited from a private practice in Melbourne
2
 and the remainder (n=178) 
were recruited from various locations but mostly from a Melbourne university. In fact, 
115 participants (62.2%) identified themselves as students with the majority of these 
students (87%) reporting that they were fulltime students. Of the total sample, 151 
(82.1%) indicated that they were currently employed with the majority of these 
participants (62.3%) indicating that they worked part-time. 
 In terms of relevant psychological or psychiatric treatment history, 51 
participants (27.7%) indicated a past history of psychological or psychiatric treatment. 
Hence, just over one in four participants from this sample reported some form of 
previous treatment for mental health issues. Depression (10.4%), relationship 
counselling (6.0%), grief counselling (3.3%) and anxiety (2.7%) were the most 
common issues reported for previous psychological or psychiatric treatment. 
However, other presenting issues reported by participants were psychosis (1 
participant), “stress” (1 participant), psychological debriefing (1 participant), eating 
                                                
2
 It must be noted that it was envisaged that a sample of clinical participants would be 
recruited for the study. However, due to circumstances beyond the researcher’s control, data 
from only 7 clinical participants was available at the time that data collection ceased. Hence, 
the data from non-clinical and clinical samples were pooled together. 
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disorder (2 participants), abuse (2 participants), ADHD (1 participant), child anger 
management (1 participant), and PTSD (1 participant).  
Six participants (3.2%) reported previous hospitalizations for a psychological 
or psychiatric condition, while 26 participants (14.1%) reported being prescribed 
medication for a psychiatric or psychological condition. Of these prescribed 
medications, antidepressants were the most commonly reported. Table 2 below shows 
the prevalence of measured clinical constructs in the current study according to 
specified values. 
 
Table 2 
Number of Participants Under and Over Specified Thresholds for Clinical Constructs Measured In the 
Current Study 
 
Clinical Construct Threshold Value N Below Threshold N Above Threshold 
BPD Symptomatology 5 162 (87.6%) 23 (12.4%) 
Drug Abuse 
Symptomatology 
3 164 (88.6%) 21 (11.4%) 
Alcohol Abuse 
Symptomatology 
8 116 (62.7%) 69 (37.3%) 
Anxiety 16 154 (83.2%) 31 (16.8%) 
Depression 20 164 (88.6%) 21 (11.4%) 
Eating Disorder 
Symptomatology 
20 174 (94.1%) 11 (5.9%) 
Childhood Emotional 
Abuse 
13 153 (82.7%) 32 (17.3%) 
Childhood Emotional 
Neglect 
15 157 (84.9%) 28 (15.1%) 
Childhood Physical 
Neglect 
8 168 (90.8%) 17 (9.2%) 
Childhood Physical 
Abuse 
8 156 (84.3%) 26 (15.7%) 
Childhood Sexual 
Abuse 
5 169 (91.4%) 16 (8.6%) 
PTSD 50 172 (93%) 13 (7%) 
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6.2 Measures 
 6.2.1 Demographic Information: 
On the first page of the questionnaire (see Appendix C) participants were 
asked to provide basic demographic information such as their gender, age, and 
whether they were a student or not. Questions were also asked in regards to 
occupational status and a brief psychiatric history was collected. That is, participants 
were asked if they had ever received treatment for emotional, personal, or relationship 
difficulties and they were asked to provide specifics about this and they were also 
asked whether they had been hospitalized for psychiatric reasons. Finally, information 
regarding the use of psychotropic medications was asked (i.e., if medications had ever 
been prescribed to the participant for emotional, personal, or relationship issues and 
what type of medication had been prescribed). 
6.2.2 Measures of Childhood Maltreatment and Childhood Family 
Functioning:  
6.2.2.1 Parental Bonding Instrument: 
The Parental Bonding Instrument (PBI; Parker et al., 1979) is a 25 item 
measure designed to assess parental behaviours retrospectively during the first 16 
years of life. There are two separate forms for mother and father both with identical 
items. For each item, respondents are asked to rate the degree to which the item 
describes the way their mother or father behaved while they were growing up (0= 
very unlike & 3 = very like). The PBI measures two parental characteristics, care and 
protection/overcontrol for mothers and fathers. High scores on the care scale reflect 
the degree to which the parent showed affection and warmth toward the child while 
low scores indicate attitudes of indifference, coldness, and rejection toward the child. 
Scores on this scale range from 0 to 36 for each parental rating. Alternatively, high 
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scores on the protection (or overprotection or control) scale are indicative of 
psychological control and dependence encouraged onto the child while low scores 
indicate the encouragement of the development of autonomy and independence. 
Scores on this scale range from 0 to 39 for each parental rating. There is a good 
empirical base establishing this two factor structure for the PBI (Arrindell, Hanewald, 
& Kolk, 1989; Kazarian, Baker, & Helmes, 1987; MacKinnon, Henderson, Scott, & 
Duncan-Jones, 1989; Uehara, Sato, Sakado, & Someya, 1998).   
The PBI has been shown to possess excellent internal consistency, particularly 
for the care scale (Fossati et al., 2001; Mohr, Preisig, Fenton, & Ferrero, 1999; Parker, 
1989) with Cronbach’s alphas of approximately .86 to .93 for the care scale 
(Lichtenstein et al., 2003; MacKinnon et al., 1989; Mohr et al., 1999; Willinger, 
Diendorfer-Radner, Willnauer, Jörgl, & Hager, 2005) and .87 to .90 for the 
control/overprotection scale (MacKinnon et al., 1989; Willinger et al., 2005). Test-
retest reliability has also been shown to be quite adequate with three week test-retest 
coefficients of r = .76 for the care scale and r = .63 for the protection scale reported in 
the original study (Parker et al., 1979). However, more recently in a sample of 142 
depressed outpatients, Lizardo and Klein (2005) found a mean test-retest coefficient 
of r = .64 over a 90 month period while Torresani, Favaretto, and Zimmerman (2000) 
found that the scales’ test-retest coefficients ranged from r = .89 to .91 over a four 
week period.  
Evidence for the validity of the PBI has been supported by various studies 
with agreement between semi-structured interviews and PBI scores for care being r = 
0.74 while for protection r = 0.63 has been reported (Parker, 1989). More recently 
moderate strength correlations were found between the care and overcontrol scales of 
the PBI and a semi-structured interview assessing adult attachment styles (Manassis, 
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Owens, Adam, West, & Sheldon-Keller, 1999). Moreover, there seems to be evidence 
that changes in clinically depressed status does not result in changes to PBI scores 
(Lizardo & Klein, 2005). Hence, changes in mood state seem to have little impact on 
PBI (Parker et al., 1979) scores. Finally, Parker (1989) reported evidence suggesting 
that the PBI may be an adequate measure of actual parenting characteristics rather 
than perceived parenting characteristics as respondent reports on the PBI tend to 
match with both sibling and parent reports. Therefore, there is some evidence to 
suggest that the PBI measures actual parenting characteristics. 
6.2.2.2 Family Functioning Scale: 
The Family Functioning Scale (FFS) was constructed from a factor analysis of 
a number of family functioning scales by Bloom (1985). For the current study the sub-
scales of cohesion, expressiveness, conflict, family sociability, external locus of 
control, family idealization, democratic family style, authoritarian parenting style, and 
enmeshment were used as measures of family environment as these aspects of family 
functioning have been found to discriminate between abusive and non-abusive 
families (Hulsey, 1991; Hulsey et al., 1992; Nash et al., 1993; White et al., 2003). 
Each item of the FFS (Bloom, 1985) asks participants to rate, on 4-point likert scale 
(where 1=not at all true & 4=very true), the extent to which the participant believes 
the statement was true of his/her family as he/she was growing up. Each subscale 
consists of five items (scores on each sub-scale range from 1 to 25) with higher scores 
on each sub-scale indicative of a higher endorsement of the corresponding family 
environment factor by the participant. 
Adequate internal consistency has been reported for the FFS sub-scales, 
evidenced by Cronbach’s alphas reported from the original validation study; cohesion 
(.78 to .89), expressiveness (.77 to .84), conflict (.76 to .85), sociability (.71 to .85), 
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external locus of control (.50 to .70), family idealization (.85 to .92), democratic 
family style (.65 to .79), authoritarian parenting style (.40 to .69), and enmeshment 
(.67 to .78; Bloom, 1985). Subsequent studies have supplemented these findings with 
adequate alphas being reported. For example, Harter and Vanecek (2000) found 
adequate alphas for family idealization (.89), cohesion (.85), expressiveness (.82), 
democratic family style (.80), family sociability (.78), and conflict sub-scales of the 
FFS (Bloom, 1985), whilst Nash et al. (1993) reported FFS sub-scale alphas to range 
from .78 to .95. However, in an exclusively African-American sample, Ratnam (1994) 
reported somewhat lower alpha reliability coefficients ranging from a .44 to .66. 
Hence, the psychometric properties for the FFS may be affected by the participant’s 
culture. In terms of temporal consistency, test-retest reliabilities for the FFS have been 
reported to range from .78 to .93 (Ratnam, 1994) thus indicating an acceptable level 
of temporal consistency. Finally, scores on the FFS have been found to reliably 
discriminate between intact and divorced families (Bloom, 1985) thus providing 
evidence of the discriminant validity of the FFS. 
6.2.2.3 Childhood Trauma Questionnaire: 
 To measure the most common forms of childhood maltreatment, the 25 item 
Childhood Trauma Questionnaire (CTQ; Bernstein & Fink, 1998) was utilized. This 
questionnaire consists of five sub-scales; childhood physical abuse (CTQ-CPA), 
childhood sexual abuse (CTQ-CSA), childhood emotional abuse (CTQ-CEA), 
childhood emotional neglect (CTQ-CEN), and childhood physical neglect (CTQ-
CPN). Each item asks participants to respond, on a 5-point likert scale (where 
1=never true & 5=very often true), the extent to which each item was true of him/her 
while they were growing up. Higher scores on each subscale indicate a higher 
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endorsement of the corresponding type of childhood maltreatment, with scores on 
each sub-scale ranging from 5 to 25. 
 The CTQ has been shown to possess adequate psychometric properties. It has 
been found that the CTQ (Bernstein & Fink, 1998) obtains test-retest coefficients 
(over an interval of 1 to 6 months) ranging from r = .79 for CPN to r = .81 for CSA 
and CEA (Bernstein, Fink, & Handelsman, 1994) thus showing good evidence for its 
temporal stability. It has also been found to possess good internal consistency with 
alphas ranging from .66 for CPN to .95 for CSA in a sample of 40 drug-dependent 
persons (Bernstein & Fink, 1998). However, these coefficients were based on the 
original 70-item version of the CTQ. Nevertheless these test-retest coefficients have 
been replicated in the more recent 28 item version with test-retest coefficients ranging 
from .66 to .94 in a large student sample (Paivo & Cramer, 2004). However, low 
alpha coefficients have been reported for the CPN sub-scale (i.e., .58) in a large 
community sample but good alpha coefficients were found for CPA (.68), CEA (.83), 
CEN (.85), and CSA (.94) (Scher, Stein, Asmundson, McCreary, & Forde, 2001). 
Furthermore, alpha coefficients for the CTQ sub-scales have been found to vary 
between .70 to .93 in a student sample with the lowest alpha being reported for the 
CPN sub-scale (Paivo & Cramer, 2004). Hence, generally the CTQ seems to possess 
adequate to good reliability both internally and temporally.  
Confirmatory factor analyses (CFAs) support the hypothesized five factor 
structure of the CTQ across three different samples (Bernstein & Fink, 1998) and this 
same five-factor model has been replicated in a large community sample (Scher et al., 
2001) and a large student sample (Paivo & Cramer, 2004). The CTQ also shows 
adequate convergent and discriminant validity with large and significant correlations 
being obtained between corresponding sub-scales of the CTQ with corresponding sub-
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scales on an interview-based measure. Furthermore, these correlations were found to 
be higher than those with other non-corresponding scales (Bernstein & Fink, 1998). In 
addition to this, the CTQ has been shown to correlate highly with therapist ratings of 
maltreatment (Bernstein et al., 1997) providing further support for the convergent 
validity of the CTQ. Finally, the CTQ has been used in a large number of recent 
studies examining the long term effects of childhood maltreatment (e.g., Arata, 2005; 
Arntz et al., 1999; Brierer et al., 2003; Grilo & Masheb, 2002; McGinn, Cukor, & 
Sanderson, 2005; A. Roy, 2005; Spertus et al., 2003). Hence, it is a widely used 
measure of childhood maltreatment. 
6.2.3. Clinical Construct Measures 
6.2.3.1 Personality Diagnostic Questionnaire, 4
th
 Ed: 
 The 99 item fourth edition of the Personality Diagnostic Questionnaire (Hyler, 
1994) was utilized to assess PD symptoms in the current study. The PDQ4+ (Hyler, 
1994) is modelled directly from the DSM-IV-TR criteria for each PD with a single 
true-false item representing a single criterion in DSM-IV-TR. Respondents are asked 
to answer true or false in terms of how they have thought, felt, and acted over the past 
few years. True responses to an item are given a score of 1 while a score of 0 is 
assigned to false responses with higher scores indicating a higher endorsement of the 
corresponding DSM-IV-TR PD. For the PPD, SCHZPD, ASPD, and AVPD sub-
scales, scores can range from 0 to 7 while scores of 0 to 8 are possible for DEPPD, 
OCPD, and HPD. SCHZTPD, BPD, and NPD sub-scale scores can range from 0 to 9. 
The PDQ4+ consists of 10 sub-scales, one for each identified DSM-IV-TR PD 
as well as the two PDs in the DSM-IV-TR appendix. However, these extra scales 
were not used in the current study nor were the “too good” and “random responding” 
sub-scales which were designed as validity checks. The PDQ-4+ can be scored either 
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categorically (by following DSM-IV-TR diagnostic rules) or dimensionally by 
counting the number of criteria. In fact this is an identified advantage of using the 
PDQ-4+ (Bagby & Farvolden, 2003). For the current study the dimensional scoring 
system was used however the clinical significance scale was not utilized in the current 
study. Appendix D contains results using the categorical system of scoring. 
 The PDQ-4+ (Hyler, 1994) and its predecessors, the PDQ (Hyler et al., 1988) 
and PDQ-R (Hyler & Rieder, 1987) and other self-report measures of PDs have been 
criticized for over-diagnosing personality pathology (Bagby & Farvolden, 2003; 
Davison, Leese, & Taylor, 2001; Davison & Taylor, 2001; Dolan et al., 1995; Fossati 
et al., 1998; Wilberg, Dammen, & Friis, 2000; Zimmerman, 1994). For example, 
Golomb et al. (1995) found that the PDQ-R (Hyler & Rieder, 1987) resulted in more 
individuals being diagnosed with a PD than the SCID-II (a semi-structured clinical 
interview). Unacceptable internal consistency of the PDQ-4+ has also been an issue 
for criticism (Fossati et al., 1998). For example, in a non-clinical sample of college 
students McHoskey (2001) found that Cronbach alphas for the individual PD scales 
ranged from .29 (for OCPD) to .81 (for ASPD) with eight of the ten DSM-IV-TR 
(APA, 2000) PD sub-scales obtaining alphas below .60. Similarly, in a clinical sample 
Fossati et al. (1998) reported alphas ranging from .46 (for OCPD) to .74 (for DEPPD). 
However, in another clinical sample Wilberg et al. (2000) found that five PD sub-
scales (i.e., OCPD, DEPPD, ASPD, HPD, & SCHZPD) obtained alpha reliabilities 
below .60 while in a study on 131 non-clinical adults Harris (2004) found alphas to 
range from .51 (for SCHZPD) to .73 (for BPD & DEPPD) with only SCHZPD falling 
below .60. Thus, the internal consistency of the PDQ-4+ may vary as a function of the 
population studied. However, it must be noted that while internal consistencies for the 
PDQ4+ tend to be quite low this may be due to the diagnostic criteria themselves 
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rather than a marker of the poor reliability of the PDQ4+. Because each individual PD 
consists of polythetic criteria, this results in great heterogeneity within each individual 
PD category. Therefore, the low internal consistency coefficients for the PDQ4+ sub-
scales may be due to the heterogeneity of the PDs rather than poor reliability (Arntz, 
1999; McHoskey, 2001). Using a semi-structured clinical interview based on DSM-
III-R (APA, 1988) criteria for PDs, Arntz (1999) reported similar internal consistency 
coefficients to that reported for the PDQ4+, ranging from .40 to .73. Alternatively, 
Trull (1993) showed that the PDQ-R (Hyler & Rieder, 1987) possessed adequate test-
retest reliability over a three month period (average test-retest reliability value r = 
.66). Furthermore, Uehara, Sakado, and Sato (1997) showed that test-retest 
coefficients for the PDQ-R (Hyler & Rieder, 1987) sub-scales ranged from r = .62 
(for AVPD) to r = .99 (for ASPD) over a one-month interval. However, using the 
latest version (PDQ-4+) in a large sample of Chinese psychiatric patients, Yang et al. 
(2000) found test-retest correlations to range from r = .54 (for PPD & OCPD) to r = 
.79 (for NPD) over a period of 1 to 10 days.  Hence, adequate temporal consistency 
seems to be evident in PDQ assessment of personality pathology. 
 Much of the research supporting the validity of the PDQ4+ has been obtained 
from the earlier editions of the measure, the PDQ (Hyler et al., 1988) which was 
modelled from the DSM-III (APA, 1980) criteria, and the PDQ-R (Hyler & Rieder, 
1987) which was modelled from the DSM-III-R (APA, 1988) criteria. Results from 
these studies revealed that assessments from these predecessors approximated 
assessments performed by trained clinicians (Hyler et al., 1988; Maffei et al., 1995) 
and by semi-structured interviews (Hyler, Skodol, Kellman, Oldham, & Rosnick, 
1990; Yeung, Lyons, Waternaux, Faraone, & Tsuang, 1993). However, it must be 
noted that only 24 items are identical from the PDQ-R to the PDQ-4+, items in the 
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PDQ-4+ are not grouped according to disorder (as in PDQ-R), and no PDQ-4+ items 
are reverse scored (as was the case in PDQ-R). Hence, there is some question over 
whether the psychometric properties of the PDQ-4+ can be inferred from 
psychometric studies of the PDQ-R. Nonetheless, the PDQ-4+ has been used 
extensively in research on PDs in a variety of clinical and non-clinical samples 
(Benning, Patrick, Salekin, & Leistico, 2005; Davison & Taylor, 2001; Dinn et al., 
2004; Fossati et al., 2004; Fossati, Maffei et al., 1999; Gibbs Gallagher, South, & 
Oltmanns, 2003; Korkeila et al., 2005; Leible & Snell, 2004; McHoskey, 2001; 
Sansone, Sansone, & Gaither, 2004; Sansone, Sansone, & Sansone, 2004; Trobst, 
Ayearst, & Salekin, 2004)  and is especially useful for the measurement of PDs in 
non-clinical samples (Bagby & Farvolden, 2003; Dinn et al., 2004; McHoskey, 2001). 
Hence, the PDQ4+ is a widely used measure of PD pathology. 
 Davison and Taylor (2001) found that PDQ4+ scores were significantly 
correlated with scores on the SCL-90-R thus providing evidence that the PDQ4+ 
measures some degree of psychological dysfunction. Trobst et al. (2004) also 
produced data (with three large undergraduate samples) showing that the BPD sub-
scale of the PDQ4+ was significantly correlated with the five factor model’s (FFM’s) 
neuroticism (N; positively) and agreeableness (A; negatively) factors. This is 
consistent with FFM conceptualizations of BPD pathology (see section 2.7) thus 
showing evidence of the convergent validity of the PDQ4+ in measuring BPD 
pathology. Furthermore, Sansone, Wiederman, and Sansone (1998) showed that the 
BPD sub-scale of the PDQ-R (Hyler & Rieder, 1987) had a moderate to strong 
correlation (r = .57) with a measure of self-destructive behaviours, a characteristic 
feature of BPD. The correlation was even higher (r = .73) in a sample of 32 inpatients. 
Harris (2004) showed that the PDQ4+ demonstrated acceptable convergent validity 
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coefficients with the MCMI-III in a non-clinical sample with particularly good 
convergence for the BPD sub-scales (r = .74). In fact, all convergent correlations were 
above r = .50 apart from OCPD (r <.001), HPD (r = .24), and NPD (r =.39). 
Furthermore, in a Chinese sample, Yang et al. (2000) showed that psychiatric patients 
scored significantly higher on all 10 scales of the PDQ4+ when compared to a sample 
of non-clinical participants. Finally, Yang et al. (2000) found significant convergent 
correlations ranging from r = .19 (for SCHZPD) to r = .47 (for ASPD) were found 
between the corresponding scales from the PDQ4+ and a structured clinical interview. 
For half of the sub-scales (PPD, ASPD, AVPD, DEPPD, & OCPD), convergent 
correlations between corresponding sub-scales were higher than those with non-
corresponding sub-scales while another three (SCHZPD, BPD, & NPD) had the same 
size correlation coefficient between their corresponding sub-scale and another non-
corresponding sub-scale. Similar results were also found by Fossati et al. (1998) in an 
Italian clinical sample with convergent correlations between corresponding sub-scales 
of the PDQ4+ and a structured interview ranging from r = .19 (for SCHZPD) to r = 
.42 (for NPD), with a mean of r = .31. Thus, these results provide some evidence for 
the convergent and discriminant validity of the PDQ4+. 
 Thus, while the PDQ-4+ may have its own psychometric problems, it is the 
most appropriate instrument to measure axis II pathology in the current study and has 
been used quite regularly in other recent studies. It must be noted that the PDQ-4+ 
was not intended to make clinical diagnoses. Scores from the sub-scales of the PDQ-
4+ are used as an indicator of personality pathology rather than a diagnosis. 
6.2.3.2 Alcohol Use Disorders Identification Test:  
 The Alcohol Use Disorders Identification Test (AUDIT; Saunders, Aasland, 
Babor, De la Fuente, & Grant, 1993) is a 10 item measure designed to measure 
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current problematic drinking patterns with questions being directed toward frequency 
and amount of alcohol consumption, alcohol dependence, and problems caused by 
alcohol. Each item is scored from 0 to 4 and scores from all items are added to give a 
total score (possible range 0 to 40). Higher scores are indicative of more severe 
current drinking problems. The internal consistency of the AUDIT has been shown to 
vary between .59 to .94 with a mean alpha of .79 and a median of .81 (Shields & 
Caruso, 2003). Hence, the AUDIT possesses good internal consistency. The AUDIT 
also seems to possess very good temporal stability with one-month test-retest 
coefficients of r =.84 being found in a large non-clinical population (n=457; Selin, 
2003) and test-retest coefficients as high as r =.81 being reported over a 6-week 
period (Daeppen, Yersin, Landry, Pecord, & Decrey, 2000). 
Scores on the AUDIT have been found to significantly differ between patients 
undergoing treatment for addictions compared to patients not in treatment for 
addictions (Carey, Carey, & Chandra, 2003) and between hazardous and non-
hazardous drinkers (Bohn, Babor, & Kranzler, 1995) thus showing evidence of 
adequate discriminant validity. Furthermore, the AUDIT has been shown to possess 
strong correlations with other measures of alcohol abuse (Bohn et al., 1995; Pal, Jena, 
& Yadav, 2004). For example, Bohn et al. (1995) found a correlation of r = .88 
between AUDIT scores and scores on an alternative measure of hazardous alcohol 
consumption, the Michigan Alcoholism Screening Test (Selzer, 1971). Finally, it 
seems that a score of six or higher in women and eight or higher in men signals 
problematic drinking patterns (Selin, 2003).  
6.2.3.3 Drug Abuse Screening Test-10: 
The 10 item version of the Drug Abuse Screening Test (DAST-10; Skinner, 
1982) was used in the current study to measure current drug-related problems. Each of 
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the ten items require that participants answer yes or no in terms of their drug use 
patterns within the past 12 months (excluding tobacco & alcohol). All items (apart 
from item 3) are scored with a 1 for yes or 0 for no with item three being reversed 
scored (i.e., 0 for yes and 1 for no). Hence higher scores indicate a higher likelihood 
of current drug-related difficulties (possible score range = 0 to 10) 
The DAST-10 has been shown to possess very good internal consistency with 
alphas of between .86 (Cocco & Carey, 1998) and .94 (Carey et al., 2003) being 
reported. Two week test-retest correlations of r = .71 for DAST-10 indicate an 
adequate level of temporal stability (Cocco & Carey, 1998). 
The original, 28 item version of the DAST was found to be related to the 
frequency of drug use over the last 12 months, and frequency of use of cannabis, 
barbiturates, and opiates as well as being negatively relate to age (Skinner, 1982). The 
shorter, ten item version (DAST-10; Skinner, 1982) has been found to be related to 
the number of days troubled by drug problems (r = .43), number of different types of 
drugs consumed recently (r = .38) and negatively related to the number of days since 
last drug use (r = -.58; Cocco & Carey, 1998). Hence, these results show that the 
DAST-10 possesses adequate convergent validity and seems to be measuring 
problematic drug use. Further evidence for the validity of the DAST-10 has come 
from research showing that DAST-10 scores tend to differentiate individuals with 
primary or current drug problems from those with only alcohol problems (Skinner, 
1982), those with past drug-use diagnoses (Bohn, Babor, & Kranzler, 1991) and those 
with no current or past drug-use diagnoses (Bedregal, Sobell, Sobell, & Simco, 2006). 
Hence, the DAST-10 seems to have the ability to differentiate between alcohol and 
drug abuse, thus showing good discriminant validity. Scores of three or higher have 
been reported to be indicative of possible problematic drug use (Bohn et al., 1991).  
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6.2.3.4 Eating Attitudes Test-26: 
 The Eating Attitudes Test (EAT-26; Garner, Olmstead, Bohr, & Garfinkel, 
1982) is a 26 item measure designed to measure the symptoms of anorexia nervosa 
(AN) and general eating disorder symptoms. It is a shortened version of the original 
40-item EAT, however the two measures have been shown to almost perfectly 
correlate (r = .98; Garner et al., 1982). Each of the 26 items are rated on a 6-point 
frequency scale (where 1=never & 6=always). Each item that receives a response of 
never, rarely, or sometimes receives a score of 0 while scores of 1, 2, and 3 are given 
for responses of often, very often, and always respectively. After applying these 
scoring rules to each item, scores on the 26 items are summed to give a total EAT-26 
score (possible score range = 0 to 78). Higher scores indicate more eating disorder 
symptomatology. The EAT-26 has been used as a measure of eating disorder 
symptomatology in non-clinical samples (Cash, Phillips, Santos, & Hrabosky, 2004; 
Koslowsky et al., 1992; Mazzeo & Espelage, 2002; Thome & Espelage, 2003). 
  In the original validation study, Garner et al. (1982) reported an alpha of .90 
for a sample of 160 anorexia nervosa (AN) female patients and an alpha of .83 for a 
sample of 140 female university students. Slightly higher alpha internal consistencies 
have been found in other, non-clinical samples, typically around .91 (Cash et al., 
2004; Thome & Espelage, 2003). However, very little research has been performed on 
the temporal stability of the EAT-26. Hence, while the internal consistency of the 
EAT-26 seems to be excellent, the temporal stability of it is unknown. 
 In terms of discriminant validity, the EAT-26 has been found to significantly 
discriminate between individuals with a diagnosis of AN and non-clinical females 
(Garner et al., 1982). Furthermore, Garner et al. (1982) found significant moderate to 
strong correlations between EAT-26 scores and estimates of body size (r = .42), body 
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dissatisfaction (r = .44) and negatively with ideal body size estimates (r = -.38). 
Koslowsky et al. (1992) also found that EAT-26 scores significantly correlated with 
scores on body image (r = .43) and number of diets engaged in the past year (r = .47). 
Hence, the evidence seems to suggest that the EAT-26 adequately measures eating 
disorder symptoms. 
6.2.3.5 Post-traumatic Stress Disorder Checklist – Civilian Version: 
The Post-traumatic stress disorder checklist – civilian version (PCL-C; 
Weathers, Litz, Herman, Huska, & Keane, 1993) is a 17-item measure designed to 
measure symptoms of post-traumatic stress disorder (PTSD) according to DSM-IV-
TR (APA, 2000) criteria. Respondents are asked to respond to each item on a five-
point likert scale (where 1=not at all & 5= extremely) according to how much they 
have been bothered by each symptom in the last month. Hence, scores may range 
from 17 to 85 with higher scores indicative of higher levels of self-reported PTSD 
symptoms. 
 Very good internal consistencies have been demonstrated for the PCL-C. 
Cronbach’s alphas typically range from .94 to .97 (Antony, Orsillo, & Roemer, 2001; 
Blanchard, Jones-Alexander, Buckley, & Forneris, 1996; Ruggiero, Del Ben, Scotti, 
& Rabalais, 2003). Furthermore, test-retest coefficients tend to be adequate ranging 
from r = .92 to r = .96 over two to three days (Antony et al., 2001; Ruggiero et al., 
2003), r = .88 over one week (Ruggiero et al., 2003), and r = .68 over two weeks 
(Ruggiero et al., 2003). 
 In terms of validity, PCL-C scores have been found to correlate very highly 
(above r = .75) with other measures of PTSD symptoms (Antony et al., 2001; 
Ruggiero et al., 2003) and individuals exposed to histories of trauma are found to 
score significantly higher in the PCL-C than individuals without such a history 
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(Blanchard et al., 1996). Discriminant validity has also been shown with the PCL-C 
correlating more highly with other measures of PTSD than with measures of general 
psychopathology, general depression, or general anxiety levels (Ruggiero et al., 
2003).  
6.2.3.6 Beck Depression Inventory (2
nd
 Ed.): 
The second edition of the Beck Depression Inventory (BDI-II; Beck, Steer, & 
Brown, 1996) was used to assess depressive symptomatology according to the DSM-
IV-TR (APA, 2000) diagnostic criteria for major depressive disorder (MDD). Each 
item of the BDI-II consists of four statements scored as 0, 1, 2, or 3 with more severe 
depressive symptoms denoted a higher score for each item. However, on items 16 and 
18, seven statements are offered reflecting the tendency for individuals with 
depression to either decrease or increase their appetites and/or their sleep. The BDI-II 
consists of 21 sets of these items and respondents are asked to indicate which item 
reflects best how they have been thinking and feeling over the past two weeks. A total 
score on the BDI-II is provided by summing the scores from all 21 items. Hence, 
scores can range from 0 to 63 with higher scores indicative of more severe current 
depressive symptomatology. 
The BDI-II possesses excellent psychometric properties with alphas of .92 to 
.93 being reported (Beck et al., 1996). Furthermore, test-retest coefficients tend to be 
excellent over one week with a coefficient of r = .93 being reported (Beck et al., 
1996). Hence, the BDI-II seems to possess excellent reliability both internally and 
temporally. 
The BDI-II’s validity is also excellent. The BDI-II has been found to correlate 
very highly with another measure of depression (r = .71) and with constructs 
theoretically related to depression such as hopelessness (r = .68), and suicidal ideation 
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(r = .37) and it relatively lower correlations with measures of anxiety (r = .47 to r = 
.60; Beck et al., 1996). Thus, the BDI-II tends to show good convergent and 
discriminant validity. 
6.2.3.7 Beck Anxiety Inventory: 
The Beck Anxiety Inventory (BAI; Beck & Steer, 1991a) is a 21-item measure 
designed to measure general symptoms of anxiety (Beck, Epstein, Brown, & Steer, 
1988; Beck & Steer, 1991a). Items in the BAI are 21 different anxiety symptoms and 
respondents are asked to indicate, on a 4-point likert scale (where 0=not at all & 
3=severely, I could barely stand it), the extent to which he/she has been bothered by 
the symptom over the past week. Scores from the 21 items are summed to create a 
total score. Hence, scores can range from 0 to 63 with higher scores indicative of 
more severe current anxiety symptomatology. 
The BAI is one of the widest used clinical instruments. Cronbach’s alphas for 
the BAI are excellent and typically vary from .90 to .92 (Beck et al., 1988; Creamer, 
Forna, & Bell, 1995; Osman, Kopper, Barrios, Osman, & Wade, 1997). Test-retest 
coefficients are also quite good with correlations of r = .62 being reported over 
approximately a two month period (Creamer et al., 1995). Hence, the BAI seems to 
possess very good internal consistency and adequate temporal stability. 
The BAI has been shown to possess moderate to strong correlations with other 
measures of anxiety, with typical correlation coefficients ranging from r = .56 to r = 
.81 (Beck & Steer, 1991b; Creamer et al., 1995; Osman et al., 1997). Furthermore, 
these correlations are generally higher than the correlation between the BAI and 
measures of depression (Creamer et al., 1995; Osman et al., 1997). Hence, the BAI 
seems to show good evidence of both convergent and discriminant validity. 
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6.2.4 Cognitive Belief and Schema Measures 
6.2.4.1 Personality Disorder Belief Questionnaire and Personality 
Disorder Belief Questionnaire: 
The borderline sub-scale of the Personality Belief Questionnaire (PBQ-B; 
Butler et al., 2002) and the borderline sub-scale of the Personality Disorder Belief 
Questionnaire (PDBQ-B; Arntz et al., 1999) were used as indicators of dysfunctional 
core beliefs and schemas indicative of patients with a BPD diagnosis. These scales 
were constructed based on Beck and associates (Beck et al., 1990; Beck et al., 2004) 
formulation on the development of PDs and is based on the concept that each PD is 
based on a separate set of beliefs (just as depressive and anxiety disorders are based 
on differing sets of beliefs; see section 3.1).  
The PBQ-B (Butler et al., 2002) is a 14 item scale which seems to reflect 
themes related to dependence/incompetence (DI), vulnerability to harm/illness (VH), 
mistrust/abuse (MA), abandonment (AB), defectiveness/shame (DS), emotional 
deprivation (ED), and insufficient self-control (IS) according to Young et al.’s (2003) 
schema model. For each of the 14 items of this scale, participants are asked to rate, on 
a 4-point likert scale (where 0=I do not believe it at all & 4=I believe it totally), the 
extent to which they believe the statement to be true of them (possible score range = 0 
to 56). Higher scores reflect a higher endorsement of BPD patient’s thinking styles. 
These 14 items have been found to significantly discriminate BPD patients from other 
PD patients (Butler et al., 2002). Reliability data seems to support the internal 
consistency of the scale with a Cronbach alpha of .89 being reported (Butler et al., 
2002). 
The PDBQ-B (Dreessen & Arntz, 1995) is composed of 20 items hypothesized 
to be cognitive assumptions related to BPD (Arntz et al., 1999). While a 100 mm 
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visual Analogue scale was originally used by the creators of this instrument, the 
current study utilized a 4-point likert scale (where 0=I do not believe it at all & 4=I 
believe it totally) to be consistent with the scoring of other instruments in the 
questionnaire (possible score range = 0 to 80). For each item participants are asked to 
rate the extent to which they believe the statement to be true of him/her. Internal 
consistencies of the PDBQ-B are excellent (.95) and scores failed to significantly alter 
over one week (test-retest correlation of .95), despite the induction of negative mood 
upon the retest (Arntz et al., 1999). Hence, acute states may have little impact on 
scores from the PDBQ-B. A group of BPD-diagnosed patients were also found to 
score significantly higher on the PDBQ-B when compared to a sample of cluster C 
PD patients and a sample of non-clinical controls (Arntz et al., 1999). Further 
evidence for the validity of the PDBQ-B has shown that PDBQ-B scores tend to 
increase with increasing BPD pathology from non-clinical samples, to patients 
without a PD, to patients with a PD (other then BPD), to patients with BPD.   
6.2.4.2 Young Schema Questionnaire-Short Form: 
The latest edition of short form of the 75-itemYoung Schema Questionnaire 
(YSQ-SF;Young & Brown, 2003a) was used in the current study to measure 15 (i.e., 
Emotional Deprivation, Abandonment, Mistrust/Abuse, Social Isolation, 
Defectiveness/Shame, Failure, Dependence/Incompetence, Vulnerability to 
Harm/Illness, Enmeshment, Subjugation, Self Sacrifice, Emotional Inhibition, 
Unrelenting Standards, Entitlement, & Insufficient Self-Control) of Young et al.’s 
(2003) hypothesized early maladaptive schemas (EMSs). Each item of the YSQ-SF 
asks respondents to indicate, on a 6-point likert scale (where 1=completely untrue of 
me & 6=describes me perfectly), the degree to which he/she feels the statement 
describes him/her. According to the original scoring procedures, Young (2003a) has 
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recommended that scores of 5 or 6 for an item translates to a score of 1 while 4 or 
below translates to a score of 0. Thus, this gives the impression that items are clearly 
endorsed before scores are computed. However, given that the current study consisted 
of a non-clinical sample, with extreme endorsement of EMSs predicted to be therefore 
low this scoring procedure was not adopted in the current study and, instead, scores of 
1 to 6 for each item were tallied to give sub-scale scores for each EMS ranging from 5 
to 30, with higher scores indicative of a higher endorsement of that EMS. There are 
two versions of the YSQ, the YSQ-SF and the YSQ-LF (Young & Brown, 2003b). 
However, studies have shown that the psychometric properties of both forms are 
essentially the same (Waller, Meyer, & Ohanian, 2001). 
The YSQ-SF has been found to possess excellent internal consistency with 
alphas for each of the sub-scales ranging from .71 to .93 with a mean of 
approximately .83 in a clinical sample (Glaser, Campbell, Calhoun, Bates, & 
Petrocelli, 2002). Furthermore, test-retest coefficients seem to indicate an acceptable 
degree of temporal consistency (r = .76; Schmidt et al., 1999) 
 In a non-clinical sample, Stopa and Waters (2005) showed that experimentally 
manipulated mood induction had no statistically significant effect on responses to 
most sub-scales of the YSQ-SF. However, very modest changes were evident in the 
Entitlement (Et), Defectiveness/Shame (DS), and Emotional Deprivation (ED) EMSs. 
Factor analyses of both the YSQ-SF (Young & Brown, 2003a) and its longer parent 
instrument, the YSQ-LF, in clinical samples (Lee et al., 1999; Schmidt et al., 1995; 
Welburn, Coristine, Dagg, Pontefract, & Jordan, 2002) have largely supported the 
hypothesized factorial structure proposed by Young et al. (2003; i.e., the schema 
domain structure, see section 3.2.3) and the YSQ-SF (& YSQ-LF) have been related 
to a number of other measures of psychological dysfunction including the PDQ 
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(Schmidt et al., 1995), the BDI (Glaser et al., 2002; Schmidt et al., 1995) and various 
measures of anxiety (Glaser et al., 2002; Schmidt et al., 1995). Furthermore, Lee et al. 
(1999) found that patients with an axis II diagnosis scored significantly higher on each 
YSQ sub-scale excluding Vulnerability to Harm/Illness (VH) and Subjugation (SB), 
when compared to a sample of patients without an axis II diagnosis. Thus, these 
results suggest that the YSQ-SF may be measuring dysfunctional personality-related 
constructs. 
 
6.3 Procedure 
Participants were recruited mainly through first, second, and third year 
psychology tutorial classes and some postgraduate psychology students were also 
recruited. Hence, student participants were mostly either undergraduate or 
postgraduate psychology students. Furthermore, friends and acquaintances of these 
psychology students were also recruited. 
Interested participants were asked to read over a plain language statement 
(PLS; see Appendix A) which outlined the aims of the project and also outlined what 
was required of them as a participant, including the estimated time to complete the 
questionnaire. After reading this, participants still interested in participating were 
asked to read and sign an informed consent form (see Appendix B) which included a 
clause giving permission for the researcher to contact the participant should any 
concerns arise from the data collected. Hence, a name and contact telephone number 
was required for participation. These were matched with a code number to 
questionnaires and upon completion of the study, the matching of questionnaire codes 
and participant contact details were destroyed. Any participant reporting a wish to die 
on the BDI-II were contacted and referred to appropriate sources. Participants were 
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reminded both through the PLS and verbally they were free to withdraw their consent 
at any time, for any reason and that their responses were confidential. Upon return of 
the questionnaire to the researcher, participants were provided with a five dollar 
Woolworths gift voucher. 
Given the large amount of questionnaires in the current study, the order of 
presentation of the questionnaires were counterbalanced. Six different versions of the 
questionnaire were administered to participants in order to test for ordering effects of 
the questionnaires. Results of these analyses are mentioned in the Demographics 
results section. 
6.4 Statistical Design and Procedures 
Responses from all questionnaires were entered into the statistical software 
package, SPSS (SPSS Inc, 2004), and all data analyses were performed with this 
statistical software package at an alpha level of .05. Prior to analyses related to 
research questions and hypotheses, basic data screening was performed. This included 
investigation into missing values and outliers, and investigation into the distribution 
of variables measured in the current study. In addition to this, Cronbach’s alphas were 
calculated for each metric variable measured. 
Subsequent to these analyses, each variable was analysed with respect to 
demographic variables in order to investigate the criterion validity of the variables 
measured in the current study (particularly the BPD sub-scale of the PDQ-4+). That 
is, a series of Analyses of Variance (ANOVAs) were performed with every measured 
variable in the current study being separate dependent variables and each of gender 
(male vs. female), employment status (employed vs. unemployed), student status 
(student vs. non-student), past psychological treatment status (previous psychological 
treatment vs. no previous psychological treatment), psychiatric hospitalization status 
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(previously hospitalized vs. not previously hospitalized), psychiatric medication status 
(previously prescribed medication vs. not previously prescribed medication). Finally, 
each variable was examined in relation to age. 
Correlational analyses were then performed in order to examine the 
relationship between BPD symptomatology and each of the identified commonly 
comorbid psychiatric condition, EMSs and core beliefs, and childhood factors. 
Subsequent to this, principle components analysis (PCA) was performed on these 
variables in order to reduce the number of variables to a more manageable number for 
multiple regressions (LRs). These LRs were performed in order to test the cognitive 
mediation hypothesis. Using the computer program Amos 5.0 (Arbuckle, 2003), path 
analyses were performed also to test the cognitive meditation hypothesis. Finally, 
power analyses were performed using various statistical software programs including 
G*POWER (Buchner, Erdfelder, & Franz, 2001) for ANOVAs and correlational 
power analyses were performed using tables provided by J. Cohen (1988). 
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CHAPTER 7: DATA SCREENING AND DEMOGRAPHIC RESULTS 
 
7.1 Introduction 
 Prior to examining the data in terms of proposed hypotheses and aims, basic 
data screening was performed on the variables. First, missing values were identified 
and replaced, the data were examined for outliers, normality assumptions were 
assessed and the reliability of each variable was examined prior to data analysis. 
These checks were performed on the data because parametric tests require that 
variables be normally distributed and free from outliers (Hair, Anderson, Tatham, & 
Black, 1998). 
7.2 Missing Values 
 Missing values were examined from two perspectives. First, missing values 
were examined from the item perspective. That is, individual items within the 
questionnaire were examined for missing values. If a participant had 50% or less of 
missing values for items making up a scale score, the remaining missing items were 
replaced with the mean of the non-missing items making up the scale. However, if 
more than 50% of items were missing for a participant on a scale, then regression with 
scores from other variables in the current study were used to predict the missing value 
(i.e., missing value procedure of SPSS). This procedure has been used in other studies 
to predict missing values (e.g., White et al., 2003) and is a recommended method for 
dealing with missing data (Hawthorne & Elliott, 2005). 
 It must be noted that apart from the Beck Anxiety Inventory (BAI) and 
borderline sub-scale of the PDBQ (PDBQ-B), all variables had less than 5% of values 
missing. However, the BAI had slightly over 5% (5.4%) while the PDBQ-B had 7% 
of values missing. Hence, overall there were few missing values in the data set. 
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7.3 Detection of Outliers 
Initially, maximum and minimum values for each item entered from 
questionnaires were examined in order to screen for data entry errors. Any item which 
fell outside the theoretical range was examined and corrected by referring back to the 
numbered questionnaire. Histograms for each calculated variable were then examined 
in order to examine the possibility of outliers in the data. While some variables 
seemed to possess outliers (e.g., Childhood Trauma Questionnaire’s childhood 
physical abuse, childhood sexual abuse and childhood physical neglect sub-scales, 
Young Schema Questionnaire’s failure, dependence/incompetence, vulnerability to 
harm/illness, enmeshment, subjugation, and insufficient self-control sub-scales and 
the Beck Anxiety Inventory) these were still theoretically possible scores hence they 
were retained in analyses. Data transformations (see examination of normality; section 
7.4) negated these outliers in all variables apart from the Childhood Trauma 
Questionnaire’s (CTQ’s) sexual abuse and physical abuse sub-scales.  
7.4 Examination of Normality 
 To evaluate the normality of each variable, histograms of each variable were 
examined (see Appendix E for histograms). Visual inspection of the histograms 
seemed to indicate quite severe skewness in most variables apart from the Family 
Functioning Scale’s (FFS’s) Authoritarian Parenting sub-scale (FFS-AuthPar), and 
the Young Schema Questionnaire’s (YSQ’s) Unrelenting Standards (YSQ-US) and 
Self Sacrifice (YSQ-SS) sub-scales. Given the seemingly extreme skewness of most 
variables, data transformations were performed in order to correct for this. More 
specifically, log10, square root, and inverse transformations were attempted.  
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Transformations seemed to improve the distribution of most variables such 
that they more closely approximated normality according to visual inspection of 
histograms (see Appendix E for histograms of transformed and untransformed 
variables). However, transformation of some variables (i.e., Drug Abuse Screening 
Test, CTQ’s Childhood Sexual Abuse, Childhood Physical Abuse, & Childhood 
Physical Neglect) did not improve their distribution to adequate levels of normality 
upon examination of their histograms.  
In order to correct for this, the Drug Abuse Screening Test (DAST-10) was re-
categorized as a categorical variable with two levels. A score of 0 to 2 (inclusive) on 
the DAST-10 was assigned a class of none to minimal recent drug use, while a score 
of 3 and above was assigned a class of moderate to severe recent drug use. This 
classification was used because scores of 3 and above on the DAST-10 have been 
shown to adequately discriminate between individuals with and without recent drug 
use disorders (Bohn et al., 1991) This new categorical variable was used in 
subsequent analyses. Non-parametric tests were also conducted with the DAST-10 
variable. Similarly, the CTQ’s Childhood Sexual Abuse (CTQ-CSA), Childhood 
Physical Abuse (CTQ-CPA), and Childhood Physical Neglect (CTQ-CPN) were re-
categorized as categorical variables (the CTQ’s Childhood Emotional Abuse and 
Childhood Emotional Neglect seemed to approximate normality after transformation 
thus continuous distributions were retained). For CTQ-CSA, scores equal to 5 (the 
minimum score) were assigned to a category of no reported sexual abuse. Scores 
above 5 were assigned to a category of reported sexual abuse. CTQ-CPA and CTQ-
CPN were also assigned into categories. Scores on these scales were assigned a class 
of none to minimal reports of physical abuse or neglect if a participant’s score was 
less then 8. Scores equal to or above 8 were assigned a class of moderate to severe 
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physical abuse/physical neglect based on norms provided in the CTQ manual 
(Bernstein & Fink, 1998). However, where possible non-parametric tests were 
performed on these variables also.  
 Finally, it must be noted that for negatively skewed distributions (i.e., FFS’s 
cohesion, expressiveness, family idealization, family sociability sub-scales and the 
Parental Bonding Instrument’s mother care and father care sub-scales), the 
distributions were reflected by multiplying by -1 and adding a constant of the 
maximum value of the variable +1 (to ensure all positive values) prior to 
transformation. However, when these variables were transformed, the scores were 
reversed because of the reflection. Given that the majority of variables were positively 
skewed in the sample, these transformations were retained. Hence, all variables that 
were skewed in the study were positively skewed after data transformation. This had 
the effect of reversing the scores for these variables such that high scores represented 
lower endorsement of the variable. Finally, it must be noted that transformed variable 
scores were used only for inferential statistics and only the descriptive statistics of 
untransformed variables are reported in the text and tables of the results section. 
7.5 Reliability Estimates and Descriptive Statistics  
 Tables 3, 4, and 5 below show the untransformed descriptive statistics for 
variables measured in the current study and the amount of missing values replaced by 
regression. Table 3 shows the variables relating to psychopathology, Table 4 shows 
variables relating to retrospective reporting of childhood events while Table 5 shows 
variables related to EMSs and core beliefs. In each Table, the mean scores, the 
minimum and maximum scores for each variable, the Cronbach alphas and missing 
variables that were subsequently replaced by regression are shown. It must be noted 
that Cronbach’s alphas reported here were computed after data imputation of missing 
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items. However, Cronbach alpha levels without data imputation obtained similar 
Cronbach alpha results. Hence, data imputation had little effect on the reliability 
estimates
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Table 3 
Descriptive Statistics for Variables Related to Psychopathology 
Variable Minimum Maximum M SD Missing 
Values 
Alpha 
Drug Abuse Screening Test 0 8 0.87 1.62 2 .81 
Alcohol Use Disorders Identification 
Test 
0 27 6.67 5.48 2 .84 
Eating Attitudes Test 0 36 6.99 7.23 1 .82 
Post-Traumatic Stress Disorder 
Checklist – Civilian Version 
17 63 29.32 10.97 1 .92 
Beck Depression Inventory (2
nd
 Ed.) 0 45 8.79 8.47 7 .92 
Beck Anxiety Inventory (BAI) 0 51 8.34 8.58 9 .92 
PDQ4+ Paranoid Personality Disorder 0 7 2.13 1.67 0 .60 
PDQ4+ Schizoid Personality Disorder 0 6 1.26 1.32 0 .54 
PDQ4+ Schizotypal Personality 
Disorder 
0 7 2.20 1.79 0 .61 
PDQ4+ Histrionic Personality Disorder 0 7 2.19 1.49 0 .41 
PDQ4+ Narcissistic Personality 
Disorder 
0 8 2.19 1.68 0 .55 
PDQ4+ Borderline Personality Disorder 0 7 2.16 1.68 0 .53 
PDQ4+ Antisocial Personality Disorder 0 7 1.12 1.29 0 .57 
PDQ4+ Avoidant Personality Disorder 0 7 2.31 1.98 0 .73 
PDQ4+ Dependent Personality Disorder 0 7 1.30 1.46 0 .60 
PDQ 4+ Obsessive-Compulsive 
Personality Disorder 
0 7 3.03 1.53 0 .37 
Note: PDQ4+ Personality Diagnostic Questionnaire, 4
th
 Ed. 
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Table 4 
Descriptive Statistics for Variables Related to Retrospective Reporting of Childhood Events 
Variable 
Minimum Maximum M SD 
Missing 
Values 
Alpha 
PBI - Mother Care 6 34 27.65 7.84 0 .92 
PBI - Mother Control 0 35 14.05 7.85 0 .87 
PBI - Father Care 0 34 22.55 9.32 6 .94 
PBI - Father Control 0 37 12.07 7.97 6 .88 
FFS - Cohesion 5 20 15.44 3.65 1 .88 
FFS - Expressiveness 5 20 13.68 3.32 1 .81 
FFS - Conflict 5 20 11.84 3.65 1 .82 
FFS - Family Sociability 6 20 15.36 3.34 1 .84 
FFS - External Locus of 
Control 
5 17 9.67 2.91 1 .71 
FFS - Family Idealization 5 20 13.17 4.21 1 .91 
FFS - Democratic Family Style 5 20 12.26 3.36 1 .82 
FFS - Authoritarian Parenting 
Style 
7 20 13.36 2.87 1 .66 
FFS - Enmeshment 5 19 10.00 2.92 1 .78 
CTQ – Childhood Emotional 
Abuse 
5 25 8.88 4.37 1 .87 
CTQ – Childhood Physical 
Abuse 
5 25 6.98 3.26 1 .81 
CTQ – Childhood Sexual 
Abuse 
5 25 5.90 3.06 0 .96 
CTQ – Childhood Emotional 
Neglect 
5 25 9.50 4.73 1 .92 
CTQ – Childhood Physical 
Neglect 
5 18 6.59 2.50 1 .67 
Note: PBI Parental Bonding Instrument; FFS Family Functioning Scale; CTQ Childhood Trauma 
Questionnaire 
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Table 5 
Descriptive Statistics of Variables Related to Early Maladaptive Schemas and Core Beliefs 
Variable Minimum Maximum M SD 
Missing 
Values 
Alpha 
PBQ-B 0 39 9.20 7.36 0 .88 
PDBQ-B 0 45 10.16 9.96 1 .92 
YSQ Emotional Deprivation 5 30 9.64 5.62 0 .91 
YSQ Abandonment 5 26 9.63 5.05 0 .89 
YSQ Mistrust/Abuse 5 28 10.45 5.08 0 .87 
YSQ Social Isolation 5 29 9.54 5.51 0 .94 
YSQ Defectiveness/Shame 5 28 8.06 5.11 0 .94 
YSQ Failure 5 30 9.44 5.42 0 .93 
YSQ Dependence/Incompetence 5 26 8.36 3.58 1 .71 
YSQ Vulnerability to 
Harm/Illness 
5 28 8.52 3.96 1 .81 
YSQ Enmeshment 5 23 7.72 3.86 2 .84 
YSQ Subjugation 5 28 9.33 4.75 1 .87 
YSQ Self Sacrifice 5 30 16.03 5.23 1 .81 
YSQ Emotional Inhibition 5 23 9.56 4.57 1 .86 
YSQ Unrelenting Standards 5 30 17.40 5.90 1 .85 
YSQ Entitlement 5 26 11.69 4.11 0 .70 
YSQ Insufficient Self-
Control/Self-Discipline 
5 30 11.96 4.60 0 .82 
Note: PBQ-B Personality Belief Questionnaire, Borderline Personality Disorder sub-scale; PDBQ-B 
Personality Disorder Belief Questionnaire, Borderline Personality Disorder sub-scale; YSQ Young 
Schema Questionnaire
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As can be seen from Tables 3, 4, and 5, while most Cronbach’s alphas fell 
above the .60 cutoff, some fell below this figure hence showing poor internal 
consistency (Murphy & Davidshofer, 2001). However, these variables were most sub-
scales from the PDQ4+ which is designed to measure a heterogenous set of conditions 
(i.e., the PDs). Hence, while Cronbach’s alphas indicated poor reliability for these 
measures, this may be an indication of the heterogeneous nature of the PDs rather than 
reflecting the poor reliability of the measurement instrument (McHoskey, 2001). 
Further to this, some psychometric researchers have proposed that .50 or above 
indicate adequate reliability (Nunally, 1978). Thus, according to this criterion only the 
PDQ4+ subscales of Histrionic Personality Disorder (PDQ4+-HPD) and Obsessive-
Compulsive Personality Disorder (PDQ4+-OCPD) have questionable internal 
consistency. 
7.6 Demographic Variables 
 Prior to testing formal hypotheses and aims, analyses were performed with the 
variables of interest in the current study (described above) and demographic 
information (age, gender, student/non-student, employment, previous psychological 
treatment, previous hospitalization, & previous medications) in order to obtain a crude 
assessment of the validity of the scales used in the current study. Before proceeding it 
must be noted that the age variable was highly positively skewed. Hence, 
transformations were performed in order to attempt to correct for the skewness. 
However, log10, inverse, and square root transformations did little to correct the 
skewness. Hence, the age variable was recategorised as a dichotomous variable. The 
first category was assigned to participants under the age of 40 years (denoting young 
adult to middle adulthood) while the second category was assigned to individuals 40 
years and over (denoting middle to older age). Age was categorized in this way 
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because symptoms of PDs (particularly BPD) have been found to reduce around 
middle adulthood (APA, 2000). Hence, maximal discrimination should have been 
evident with this recategorisation. 
 Prior to the running of ANOVAs to test for group differences, Levene’s Tests 
were performed in order to test the homogeneity of variances assumption. Results of 
these tests revealed violation of the assumptions in some tests. These are mentioned in 
text for each set of analyses. In the event of a violation of the homogeneity of 
variances assumption, t-tests modified for the violation of the assumption were also 
performed. Unless stated otherwise, these modified t-tests produced results similar to 
the unmodified ANOVAs (i.e., if modified t-test was significant then ANOVA was 
also significant and is modified t-test was non-significant, ANOVA was also non-
significant). These procedures were performed because, while ANOVA tends to be 
quite robust to violations of the homogeneity assumption, it tends to be less so for 
unequal group sizes (Keppel, 1991). 
 Turning first to results regarding the ordering of measures within the 
questionnaire, a series of one-way ANOVAs were performed assessing for any 
significant differences in scores on all variables across the six different versions of the 
questionnaire. It must be noted that Levene’s Tests indicated violation of the equality 
of variances assumption for the FFS’s conflict sub-scale (FFS-Conf), F(5, 179)=2.32, 
p=.05, and the PDQ4+’s Avoidant Personality Disorder subscale (PDQ4+-AVPD), 
F(5, 179)=2.30, p=.05. Non-parametric tests (Kruskal Wallis Tests) were also 
performed for variables seriously violating the normality assumption (i.e., CTQ-CSA, 
CTQ-CPN, CTQ-CPA, & DAST-10). All ANOVAs and non-parametric tests denoted 
no significant difference in scores across the six versions. Hence there was no 
evidence of ordering effects in the data. 
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 Gender differences were then explored between variables through a series of 
one-way ANOVAs (with transformed variables were appropriate) and Mann-Whitney 
U tests for grossly non-normal variables (i.e., CTQ-CSA, CTQ-CPA, CTQ-CPN, & 
DAST-10). Prior to the ANOVAs, Levene’s Tests were performed in order to test the 
homogeneity of variances assumption. Results of these analyses revealed significant 
heterogeneity of variances for the PBI’s mother care sub-scale (PBI-MCare), F(1, 
183)=8.12, p<.01, PDQ4+-ASPD, F(1, 183)=4.20, p=.04, the YSQ’s emotional 
inhibition sub-scale (YSQ-EI), F(1, 183)=8.63, p<.01, the Borderline Personality 
Disorder sub-scale of the Personality Belief Questionnaire (PBQ-B), F(1, 183)=7.08, 
p=.01, and the PDBQ-B, F(1, 183)=6.37, p=.01. Table 6 below shows the means, 
standard deviations and ANOVA statistics for study variables that significantly 
differed between males and female. 
Table 6 
Means, Standard Deviations, and ANOVA Statistics for Study Variables Between Males and Females 
Study Variable Males (n=61) Females (n=124) ANOVA 
Statistics 
 M SD M SD F(1,183) ηp
2 
EAT-26 5.64 7.21 7.64 7.18 5.48* 0.03 
PBI Father Control 10.32 6.98 12.93 8.30 4.77* 0.03 
FFSFamily Sociability 14.36 3.35 15.84 3.24 10.00** 0.05 
PDQ4+ Paranoid Personality Disorder 2.54 1.79 1.93 1.57 5.70* 0.03 
PDQ4+ Antisocial Personality Disorder 4.41 1.24 0.96 1.29 7.83** 0.04 
YSQ Social Isolation 10.79 6.18 8.93 5.06 5.26* 0.03 
YSQ Emotional Inhibition 10.72 5.24 8.99 4.56 5.20* 0.03 
YSQ Entitlement 12.87 4.11 11.11 3.76 7.18* 0.04 
Notes: * p<.05 ** p <.01 ** p<.001; PBI Parental Bonding Instrument; FFS Family Functioning Scale; 
YSQ Young Schema Questionnaire 
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 As can be seen from Table 6, results of the ANOVAs revealed that females 
reported significantly higher mean scores than males on the eating attitudes test 
(EAT-26), the Parental Bonding Instrument’s (PBI’s) father control/overprotection 
sub-scale (PBI-FCon) and the FFS’s family sociability subscale (FFS-FamSoc). 
However, males obtained significantly higher scores than females on the PDQ4+’s 
Paranoid Personality Disorder subscale (PDQ4+-PPD) and Antisocial Personality 
Disorder sub-scale (PDQ4+-ASPD) and the Young Schema Questionnaire’s (YSQ’s) 
social isolation sub-scale (YSQ-SI) emotional inhibition sub-scale (YSQ-EI) and the 
entitlement sub-scale (YSQ-Et). All other ANOVAs and Mann-Whitney U tests 
indicated no significant differences between males and females. 
Student participants were found to obtain significantly higher mean scores in 
the PDQ4+’s Narcissistic Personality Disorder sub-scale, (NPD; students: M=2.41; 
SD=1.71; non-students: M=1.82; SD=1.56), F(1, 183)=6.14, p=.01, ηp
2
= 0.03, while 
non-student participants were found to obtain significantly higher mean scores on 
PBI-FCon (non-students: M=13.65; SD=8.73; students: M=11.11; SD=7.34), F(1, 
183)=3.56, p=.05, ηp
2
= 0.02 and the PDQ-4+’s Schizoid Personality Disorder 
(PDQ4+-SCHZPD; non-students: M=1.57; SD=1.45; students: M=1.07; SD=1.20), 
F(1, 183)=7.80, p<.01, ηp
2
= 0.04. All other ANOVAs and Mann-Whitney U tests 
were non-significant. However, Levene’s tests revealed violation of the homogeneity 
assumption for PBI-MCare, F(1, 183)=4.37, p=.04 the PBI’s Father Care subscale 
(PBI-FCare), F(1, 183)=3.93, p=.05 the YSQ’s Abandonment sub-scale (YSQ-AB) 
F(1, 183)=6.32, p=.01, the YSQ’s Dependence/Incompetence sub-scale (YSQ-DI) 
F(1, 183)=4.16, p=.04, and the PBQ-B F(1, 183)=7.68, p<.01.  
Participants who reported some form of employment were found to obtain 
significantly higher mean scores on the Alcohol Use Disorders Identification Test 
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(AUDIT; employed: M=7.12; SD=5.65; not employed: M=4.58; SD=4.15), F(1, 
182)=7.45, p<.01, ηp
2
= 0.04, and the PDQ4+’s Histrionic Personality Disorder sub-
scale (PDQ4+-HPD; employed: M=2.29; SD=1.47; not employed: M=1.78; SD=1.57), 
F(1, 182)=4.18, p=.04, ηp
2
= 0.02, while participants reporting no current form of 
employment reported significantly higher mean scores on the YSQ’s 
Defectiveness/Shame sub-scale (YSQ-DS; not employed: M=9.85; SD=6.80; 
employed: M=7.68; SD=4.61), F(1, 182)=4.96, p=.03, ηp
2
= 0.03, PDQ4+SCHZPD 
(not employed: M=2.00; SD=1.64; employed: M=1.11; SD=1.18), F(1, 182)=10.44, 
p<.01, ηp
2
= 0.06, the PDQ4+’s Avoidant Personality Disorder sub-scale (PDQ4+-
AVPD; not employed: M=3.18; SD=2.20; employed: M=2.13; SD=1.89), F(1, 
182)=7.66, p<.01, ηp
2
= 0.04, the YSQ’s emotional deprivation sub-scale (YSQ-ED; 
not employed: M=11.88; SD=6.92; employed: M=9.19; SD=5.20), F(1, 182)=5.55, 
p=.02, ηp
2
= 0.03, Mistrust/Abuse sub-scale (YSQ-MA; not employed: M=12.15; 
SD=5.24; employed: M=10.09; SD=5.00), F(1, 182)=5.64, p=.02, ηp
2
= 0.03., and 
YSQ-SI (not employed: M=11.48; SD=6.72; employed: M=9.14; SD=5.15), F(1, 
182)=4.19, p=.04, ηp
2
= 0.02. Mann Whitney tests revealed a significant difference for 
employment status for the DAST-10, U=2002, z=2.05, p=.04 with those reporting 
some form of employment obtaining significantly higher mean ranks (Mean 
Rank=95.74) than those reporting no form of current employment (Mean 
Rank=77.67). However, Levene’s tests revealed violation of the homogeneity 
assumption for PBI-FCon, F(1, 182)=3.90, p=.05, YSQ-SI F(1, 182)=4.93, p=.03, the 
YSQ’s Failure sub-scale (YSQ-FA), F(1, 182)=5.50, p=.02, and YSQ-DS, F(1, 
183)=8.97, p=.01. Modified t-tests (correcting for heterogeneity of variances) 
revealed non-significant differences between differing employment statuses for YSQ-
SI, t(41.86)=1.80, p=.08, YSQ-FA, t(40.66)=1.76, p=.09 and YSQ-DS, t(38.66)=1.74, 
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p=.09. Hence, significant differences found by ANOVAs may have been due to the 
heterogeneity of variances, hence, it was concluded that no significant differences 
were evident between individuals reporting current employment and those not 
reporting current employment for YSQ-SI, YSQ-FA, and YSQ-DS. 
 In regards to psychiatric treatment history, Table 7 below shows the means 
and standard deviations for all the study variables according to self reports of 
psychological or psychiatric treatment history, Table 8 shows the means and standard 
deviations for self reports of hospitalization for a psychiatric condition and Table 9 
shows the means and standard deviations of study measures for individuals reporting 
or not reporting mediation prescriptions for a psychological or psychiatric condition. 
It must be noted that variables that did not significantly differ between the groups are 
not shown in the Tables. Non-significant differences are mentioned in the text 
however. 
 Again prior to performing these ANOVAs, Levene’s tests were performed in 
order to test for the homogeneity of variance assumption. Results of these analyses 
revealed a violation of the equality of variances assumption for the FFS’s Family 
Idealization sub-scale (FFS-FamIdeal), F(1, 182)=4.70, p=.03, PDQ4+-NPD, F(1, 
182)=5.32, p=.02, PDQ4+-OCPD, F(1, 182)=7.26, p<.01, CTQ-CEA, F(1, 182)=4.23, 
p=.04, CTQ-CEN, F(1, 182)=8.53, p<.01, YSQ-ED, F(1, 182)=5.95, p=.02, YSQ-SS, 
F(1, 182)=5.18, p=.02, and YSQ-DS, F(1, 182)=3.91, p=.05. 
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Table 7 
Means, Standard Deviations, and ANOVA Statistics for Study Variables Between Participants 
Reporting Previous Psychological Treatment and Participants Not Reporting Previous Psychological 
Treatment 
Study Variable Previous 
Psychological 
Treatment 
(n=51) 
No Previous  
Psychological 
Treatment (n=133) 
ANOVA 
Statistics 
 M SD M SD F(1,182) ηp
2 
PCL-C 34.20 12.11 27.45 9.97 16.06*** 0.08 
PBI Father Care 18.75 10.46 23.95 8.47 9.46** 0.05 
FFS Cohesion 14.33 4.00 15.84 3.44 6.25* 0.03 
FFS Expressiveness 12.52 3.52 14.08 3.14 8.19** 0.04 
FFS Conflict 12.70 3.76 11.52 3.58 3.93* 0.02 
FFS Family Idealization 11.87 4.85 13.66 3.85 4.96* 0.03 
FFS Democratic Family Style 11.24 3.70 12.64 3.16 5.70* 0.03 
FFS Authoritarian Parenting 14.20 3.13 13.07 2.70 5.90* 0.03 
PDQ4+ Schizoid Personality Disorder 1.84 1.68 1.05 1.08 10.75** 0.06 
PDQ4+ Borderline Personality Disorder 2.67 1.81 1.97 1.59 6.20* 0.03 
CTQ Childhood Emotional Abuse 11.04 5.11 8.06 3.77 18.72*** 0.09 
CTQ Childhood Emotional Neglect 11.00 5.80 8.96 4.14 4.63* 0.03 
YSQ Emotional Deprivation 11.88 6.74 8.77 4.91 10.65** 0.06 
YSQ Social Isolation 10.86 6.01 9.04 5.26 4.78* 0.03 
YSQ Insufficient Self Control 13.35 5.39 11.41 4.18 5.77* 0.03 
BDI-II 11.86 10.69 7.58 7.17 7.69** 0.04 
BAI 11.59 10.33 7.07 7.51 6.51* 0.04 
Notes: * p<.05 ** p <.01 ** p<.001; PCL-C PTSD Checklist-Civilian Version; PBI Parental Bonding 
Instrument; FFS Family Functioning Scale; CTQ Childhood Trauma Questionnaire; YSQ Young 
Schema Questionnaire; BDI-II Second Edition of the Beck Depression Inventory; BAI Beck Anxiety 
Inventory 
 
 Results of the ANOVAs revealed no significant difference between the groups 
for PBI-MCare, PBI-MCon, PBI-FCon, FFS-FamSoc, and the FFS’s external locus of 
control (FFS-Ext), and enmeshed family style sub-scales (FFS-Enm), EAT-26, 
AUDIT, PDQ4+ Schizotypal Personality Disorder sub-scale (PDQ4+-SCHZTPD), 
PDQ4+-HPD, PDQ4+-ASPD, PDQ4+-NPD, PDQ4+-AVPD, PDQ4+ Dependent 
Personality Disorder sub-scale (PDQ4+-DEPPD), PDQ4+-OCPD, YSQ-AB, YSQ-
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MA, YSQ-DS, YSQ-DI, YSQ-FA, YSQ-EI, YSQ-Et, YSQ’s vulnerability to 
harm/illness sub-scale (YSQ-VH), subjugation sub-scale (YSQ-SB), self-sacrifice 
sub-scale (YSQ-SS), unrelenting standards sub-scale (YSQ-US), the PBQ-B and 
PDBQ-B. Means and standard deviations for these non-significant variables are not 
shown in Table 7. As can be seen from Table 7, CTQ-CEA showed the largest effect 
size (hence the largest difference) followed by PCL-C. PDQ4+-BPD was one of the 
weaker effect sizes but did nonetheless significantly differ between the groups. 
Mann Whitney U tests revealed that participants reporting previous 
psychological treatment (Mean Ranking=105.13) obtained significantly higher mean 
rankings than participants not reporting previous psychological treatment (Mean 
Ranking=87.66) for reported CTQ-CPA, Mann Whitney U=2747.50, z=2.11, p=.04. 
Furthermore, the mean rankings for participants reporting previous psychological 
treatment was higher than those not reporting previous psychological treatment for 
CTQ-CSA (Mean Ranking Previous Treatment=99.48; No Previous 
Treatment=89.82) and CTQ-CPN (Mean Ranking Previous Treatment=103.03; No 
Previous Treatment=88.46). However, these differences were not significant but did 
approach significance (CTQ-CSA: Mann Whitney U=3035.50, z=1.79, p=.07; CTQ-
CPN: Mann Whitney U=2854.50, z=1.79, p=.07). 
Table 8 below shows descriptive and ANOVA statistics according to whether 
participants reported previous hospitalizations for a psychological condition. It must 
be noted that variables that did not obtain significant differences between the groups 
are not shown in Table 8 and that the homogeneity of variances assumptions were 
violated for PBI-FCare, F(1, 183)=4.56, p=.03, CTQ-CEA, F(1, 183)=4.17, p=.04, 
YSQ-Et, F(1, 183)=5.29, p=.02. However, modified t-tests controlling for this 
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heterogeneity obtained similar results to that of the ANOVAs thus ANOVA results 
are reported. 
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Table 8 
Means, Standard Deviations, and ANOVA Statistics for Study Variables Between Participants Reporting Previous 
Hospitalization for a Psychological Condition and Participants Not Reporting Previous Hospitalization for a 
Psychological Condition 
Study Variable Hospitalized 
(n=6) 
Not 
Hospitalized 
(n=179) 
ANOVA Statistics 
 M SD M SD F(1,183) ηp
2 
PBI Father Care 10.55 6.26 22.95 9.15 9.19** 0.05 
FFS Cohesion 11.50 4.14 15.57 3.57 6.58* 0.04 
FFS Expressiveness 9.83 2.79 13.80 3.27 7.93** 0.04 
FFS Conflict 15.83 3.60 11.71 3.59 6.63* 0.04 
FFS Family Idealization 7.33 2.73 13.37 4.11 10.46** 0.05 
FFS Democratic Family Style 9.17 2.40 12.37 3.34 5.21* 0.03 
FFS External Locus of Control 12.00 3.03 9.59 2.88 4.03* 0.02 
CTQ Childhood Emotional Abuse 18.17 3.66 8.57 4.04 23.87*** 0.11 
CTQ Childhood Emotional Neglect 14.75 6.24 9.32 4.59 6.52* 0.04 
PDQ4+ Paranoid Personality Disorder 3.67 1.37 2.08 1.66 5.35* 0.03 
PDQ4+ Schizoid Personality Disorder 2.83 2.14 1.21 1.26 5.32* 0.03 
PDQ4+ Schizotypal Personality Disorder 4.50 2.07 2.13 1.73 6.61* 0.04 
PDQ4+ Borderline Personality Disorder 4.17 1.94 2.09 1.63 6.63* 0.04 
PDQ4+ Avoidant Personality Disorder 3.83 2.14 2.26 1.96 3.76* 0.02 
PDQ4+ Dependent Personality Disorder 3.00 1.55 1.25 1.43 8.56** 0.05 
AUDIT 2.83 3.06 6.79 5.50 4.70* 0.02 
PCL-C 49.33 10.65 28.65 10.36 18.72*** 0.09 
BDI-II 20.92 13.19 8.38 8.01 10.14** 0.05 
BAI 15.83 9.81 8.08 8.45 4.01* 0.02 
YSQ Emotional Deprivation 16.33 5.89 9.42 5.49 9.13** 0.05 
YSQ Abandonment 13.50 6.12 9.50 4.98 4.17* 0.02 
YSQ Mistrust/Abuse 17.83 7.83 10.21 4.80 10.13** 0.05 
YSQ Social Isolation 16.67 6.53 9.30 5.33 9.44** 0.05 
YSQ Failure 16.67 7.76 9.20 5.18 9.06** 0.05 
YSQ Dependence/Incompetence 12.00 6.00 8.23 3.43 5.08* 0.03 
YSQ Defectiveness/Shame 1.83 1.13 7.87 4.79 8.24** 0.05 
YSQ Vulnerability to Harm/Illness 11.67 4.18 8.42 3.92 4.71* 0.03 
YSQ Insufficient Self-Control 17.17 4.36 11.78 4.52 7.61** 0.04 
PBQ-B 18.00 6.60 8.91 7.21 9.13** 0.05 
PDBQ-B 21.83 13.41 9.77 9.63 8.16** 0.04 
Notes: * p<.05 ** p <.01 ** p<.001; PCL-C PTSD Checklist-Civilian Version; PBI Parental Bonding Instrument; 
FFS Family Functioning Scale; CTQ Childhood Trauma Questionnaire; YSQ Young Schema Questionnaire; BDI-
II Second Edition of the Beck Depression Inventory; BAI Beck Anxiety Inventory 
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 Results of the ANOVAs revealed no significant differences between the 
groups in PBI-MCare, PBI-MCon, PBI-FCon, PBI-FamSoc, FFS-Enm, PDQ4+-NPD, 
PDQ4+-HPD, PDQ4+-ASPD, PDQ4+-OCPD, EAT-26, and YSQ-SB. Means and 
standard deviations for these non-significant variables are not shown in Table 8. As 
can be seen from Table 8, AUDIT scores were significantly higher in the non-
hospitalized group than the hospitalized group. As was the case for previous 
psychological treatment above, CTQ-CEA and PCL-C showed the largest effect sizes. 
PDQ4+-BPD showed a moderate effect size in differentiating between hospitalized 
and non-hospitalized participants. 
Mann Whitney U tests revealed a significant difference in the mean rankings 
between participants reporting hospitalization versus those not reporting 
hospitalization for the CTQ-CPA, Mann Whitney U=178, z=2.95, p<.01, CTQ-CSA 
Mann Whitney U=304.50, z=2.94, p<.01, and a trend was evident in the mean 
rankings for DAST-10, Mann Whitney U=333, z=1.84, p=.07. Mean rankings were 
higher in the hospitalized group for DAST-10 (Mean Ranking=127.00), CTQ-CPA 
(Mean Ranking=152.83), and CTQ-CSA (Mean ranking=131.75) when compared to 
the non-hospitalized group (Mean ranking DAST-10=91.86; CTQ-CPA =90.99, CTQ-
CSA =91.70). 
Table 9 shows descriptive statistics and ANOVA statistics according to 
whether participants reported previous medication usage for a psychological 
condition. Again, variables which did not significantly differ between the groups are 
not shown in Table 9. Levene’s tests revealed no significant departure from the 
homogeneity of variance for any variable.  
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Table 9 
Means, Standard Deviations, and ANOVA Statistics for Study Variables Between Participants 
Reporting Medication Usage for a Psychological Condition and Participants Not Reporting Medication 
Usage for a Psychological Condition 
Study Variable Medication Group 
(n=26) 
Non-Medication 
Group (n=159) 
ANOVA 
Statistics 
 M SD M SD F(1,183) ηp
2 
PBI Father Care 14.82 10.07 23.81 8.58 18.22*** 0.09 
PBI Father Control 15.00 9.28 11.59 7.66 3.71* 0.02 
FFS Cohesion 12.87 4.09 15.86 3.41 14.85*** 0.08 
FFS Expressiveness 11.30 3.51 14.06 3.14 15.82*** 0.08 
FFS Conflict 13.60 3.80 11.56 3.56 6.92** 0.04 
FFS Family Idealization 10.32 4.63 13.64 3.96 11.81** 0.06 
FFS Family Sociability 13.55 4.21 15.65 3.09 6.95** 0.04 
FFS Democratic Family Style 10.16 3.80 12.61 3.17 10.74** 0.06 
FFS External Locus of Control 11.20 3.30 9.42 2.78 8.71** 0.05 
CTQ Childhood Emotional Abuse 12.42 4.97 8.31 3.99 22.50*** 0.11 
CTQ Childhood Emotional Neglect 12.94 6.14 8.94 4.22 13.88*** 0.07 
PDQ4+ Paranoid Personality Disorder 2.88 1.84 2.01 1.61 6.35* 0.06 
PDQ4+ Schizoid Personality Disorder 2.42 1.88 1.07 1.10 17.67*** 0.09 
PDQ4+ Schizotypal Personality 
Disorder 
3.38 2.10 2.01 1.66 9.83** 0.05 
PDQ4+ Borderline Personality Disorder 3.31 1.78 1.97 1.56 14.49*** 0.07 
PCL-C 38.31 12.06 27.85 10.08 22.96*** 0.11 
BDI-II 14.45 10.74 7.86 7.69 12.56** 0.06 
BAI 14.34 9.15 7.36 8.11 13.76*** 0.07 
YSQ Emotional Deprivation 14.58 6.05 8.84 5.13 28.08*** 0.13 
YSQ Abandonment 11.69 5.53 9.29 4.90 5.66* 0.03 
YSQ Mistrust/Abuse 12.65 6.73 10.09 4.68 4.18* 0.02 
YSQ Social Isolation 13.58 7.10 8.88 4.92 16.81*** 0.08 
YSQ Dependence/Incompetence 9.62 4.21 8.15 3.43 3.91* 0.02 
YSQ Defectiveness/Shame 9.88 6.56 7.76 4.79 3.93* 0.02 
YSQ Vulnerability 9.96 3.80 8.29 3.95 5.57* 0.03 
YSQ Insufficient Self-Control 14.46 5.65 11.55 4.29 8.34** 0.04 
PBQ-B 12.12 5.70 8.73 7.50 7.62** 0.04 
Notes: * p<.05 ** p <.01 ** p<.001; PCL-C PTSD Checklist-Civilian Version; PBI Parental Bonding 
Instrument; FFS Family Functioning Scale; CTQ Childhood Trauma Questionnaire; YSQ Young 
Schema Questionnaire; BDI-II Second Edition of the Beck Depression Inventory; BAI Beck Anxiety 
Inventory 
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 Results of the ANOVAs revealed no significant differences between the 
groups for PBI-MCare, PBI-MCon, FFS-AuthPar, PBI-Enm, PDQ4+-HPD, PDQ4+-
NPD, PDQ4+-ASPD, PDQ4+-AVPD, PDQ4+-DEPPD, PDQ4+-OCPD, AUDIT, 
EAT-26 YSQ-FA, YSQ-SS, YSQ-US, YSQ-EI- YSQ-Et, YSQ-SB, and PDBQ-B. 
The means and standard deviations for these non-significant variables are not shown 
in Table 9. As can be seen from Table 9, BPD showed a relatively large effect size 
between participants reporting medication usage and those not reporting medication 
usage (even more so than BDI-II and approximately equal with BAI). The only 
variables that showed larger effect sizes were (in order of effect size) YSQ-ED, PCL-
C, EA, PDQ4+-SCHZPD, PBI-FCare, and the FFS’s cohesion (FFS-Coh), 
expressiveness (FFS-Expr), and conflict sub-scales (FFS-Conf). 
Mann-Whitney U tests revealed a significant difference in the mean rankings 
between the two groups for CTQ-CPA, Mann Whitney U=1487.50, z=2.43, p=.02, 
sexual abuse, Mann Whitney U=17.63, z=1.95, p=.05, and CTQ-CPN, Mann Whitney 
U=1435.50, z=2.69, p<.01 with the medication group obtaining higher mean rankings 
(Physical Abuse=115.29; Sexual Abuse=104.67; Physical Neglect=117.29) than the 
non-medication group (Physical Abuse=89.36; Sexual Abuse=91.09; Physical 
Neglect=89.03). 
Finally, for results regarding the newly categorized age variable, a series of 
one-way ANOVAs and Mann-Whiney U tests were performed with age (under 40 vs. 
40 & above) as the independent variable and each measure utilized in the current 
study as separate dependent variables. Results showed that younger participants (i.e., 
under 40 years) obtained significantly higher scores in AUDIT (young adults: 
M=7.14; SD=5.58; middle age adults: M=4.48; SD=4.41), F(1, 183)=9.22, p<.01, ηp
2
= 
0.05 , HPD (young adults: M=2.30; SD=1.52; middle age adults: M=1.68; SD=1.28), 
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F(1, 183)=4.87, p=.03, ηp
2
= 0.03, PDQ4+=NPD (young adults: M=2.34; SD=1.68; 
middle age adults: M=1.48; SD=1.48), F(1, 182)=9.07, p<.01, ηp
2
= 0.05, PDQ4+-BPD 
(young adults: M=2.28; SD=1.63; middle age adults: M=1.61; SD=1.78), F(1, 
183)=8.59, p<.01, ηp
2
= 0.05, and YSQ-US (young adults: M=17.80; SD=5.68; middle 
age adults: M=15.55; SD=6.59), F(1, 183)=4.03, p=.05, ηp
2
= 0.02, when compared to 
older participants. Mann Whitney U tests also revealed significant differences 
between the age groups with young adults (Mean Ranking=99.24) obtaining 
significantly higher mean ranks in DAST-10 than older participants (Mean 
Ranking=64.27), Mann Whitney U=1560, z=3.95, p<.001. However, middle age 
adults were found to obtain significantly higher mean ranks in CTQ-CPA (Mean 
Ranking middle age adults=117.30; young adults=87.72), Mann Whitney U=1706, 
z=3.05, p<.01, and CTQ-CSA (Mean Ranking middle age adults=107.64; young 
adults=89.82), Mann Whitney U=2025, z=2.82, p<.01. 
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CHAPTER 8: DISCUSSION OF DEMOGRAPHIC RESULTS 
 The purpose of the demographic analyses was to test if the variables measured 
in the current study (particularly PDQ4+) would show expected relationships with 
basic demographic information. Any discrepancies would hold the validity of the 
scale in question.  
Turning first to results of the PDQ4+, only two gender differences were found. 
PDQ4+-PPD and PDQ4+-ASPD were found to be significantly higher in males than 
females. This is a fairly consistent finding in the literature on gender differences 
between the PDs (APA, 2000; Carter et al., 1999; D. M. Johnson et al., 2003; 
McHoskey, 2001) but is inconsistent with literature showing no gender differences in 
any PDs in Australian non-clinical samples (Jackson & Burgess, 2000; Lewin et al., 
2005). However, using the PDQ4+ in an American college sample, McHoskey (2001) 
found that males scored significantly higher on PDQ4+-PPD, PDQ4+-ASPD, 
PDQ4+-SCHZPD, and PDQ4+-SCHZTPD when compared to females while females 
scored significantly higher on PDQ4+-HPD and PDQ4+-AVPD when compared to 
males. Hence, the current study supports McHoskey’s (2001) findings in terms of 
PDQ4+-PPD and PDQ4+-ASPD (and all other PDs finding no gender differences in 
both samples) but fails to support the male preponderance of PDQ4+-SCHZPD, and 
PDQ4+-SCHZTYPD and the female preponderance of PDQ4+-HPD and PDQ4+-
AVPD. Nevertheless, when controlling for axis I symptomatology, males have been 
found to both meet the diagnostic criteria for PPD and ASPD more often than women 
(Golomb et al., 1995). Moreover, it has been shown that males report more symptoms 
of PPD and ASPD symptomatology than females both in depressed outpatients 
(Carter et al., 1999) and non-clinical samples (McHoskey, 2001). Hence, when 
controlling for axis I symptoms, ASPD and PPD symptomatology are found to be 
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more prevalent in men. Therefore, the current study’s results of significantly higher 
scores in self-reported PPD and ASPD symptoms in men compared to women 
coupled with similar previous findings (Carter et al., 1999; Golomb et al., 1995; 
McHoskey, 2001) lends credence to the discriminant validity of these sub-scales of 
the PDQ4+.  
However, no other gender differences were found in the current study and this 
fails to support previous research showing a male preponderance for SCHZPD (APA, 
2000; D. M. Johnson et al., 2003; McHoskey, 2001), SCHZTPD (APA, 2000; Carter 
et al., 1999; D. M. Johnson et al., 2003; McHoskey, 2001), NPD (APA, 2000; 
Golomb et al., 1995; D. M. Johnson et al., 2003), and OCPD (APA, 2000; Golomb et 
al., 1995; D. M. Johnson et al., 2003) and a female preponderance for BPD (APA, 
2000; Bernstein et al., 1998; Kroll et al., 1981), DEPPD (Kass et al., 1983; 
Zimmerman & Coryell, 1989), AVPD (McHoskey, 2001; Zimmerman & Coryell, 
1989), and HPD (D. A. Adler et al., 1990; Kass et al., 1983; Kroll et al., 1981; Reich, 
1987; Zimmerman & Coryell, 1989). However, the lack of gender differences 
emerging in these PDs in the current study does support the lack of gender differences 
in PDs in Australian non-clinical samples (Jackson & Burgess, 2000; Lewin et al., 
2005) and studies utilizing self-report measures of PD pathology (Hiscoke et al., 
2003). Moreover, studies finding substantial gender differences in the PDs generally 
have either failed to control for comorbid axis I pathology or have used therapist 
judgements in arriving at diagnoses. As argued earlier (see sections 1.3 and 2.5) , 
therapists may have a tendency to diagnose certain PDs (such as DEPPD) in a 
particular gender because of social stereotypes (Sprock et al., 1990; Widiger & Trull, 
1993).    
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In particular, the lack of gender differences emerging for PDQ4+-BPD, on the 
surface, seems to contradict research showing a female preponderance in BPD (APA, 
2000; D. M. Johnson et al., 2003; Links, Steiner, Offord et al., 1988; Morey & 
Zanarini, 2000; Zlotnick et al., 2002). However, generally when axis I symptoms have 
been controlled either by selecting clinical samples with particular axis I disorders 
(Carter et al., 1999; Golomb et al., 1995) or non-clinical samples (Jackson & Burgess, 
2000; Lewin et al., 2005; McHoskey, 2001; Trull, 1995, 2001a; Trull et al., 1997; 
Zimmerman & Coryell, 1989), BPD shows very little gender differences. Hence, 
given that the current study utilized a non-clinical sample, the lack of gender 
differences emerging in the current study supports the validity of the PDQ4+-BPD.  
Nevertheless, NPD, OCPD, SCHZPD, and SCHZTPD have been found to be 
more common in males than females even when controlling for axis I 
symptomatology in clinical samples (Carter et al., 1999; Golomb et al., 1995). 
However, studies of non-clinical samples generally find no gender differences in these 
PDs (Jackson & Burgess, 2000; Lewin et al., 2005; McHoskey, 2001; Zimmerman & 
Coryell, 1989). For example, using the PDQ4+, McHoskey (2001) found no gender 
differences in the NPD and OCPD sub-scales in a sample of college students. Hence, 
the lack of gender differences emerging in the current study for PDQ4+-NPD and 
PDQ4+-OCPD may be a function of the non-clinical sample rather than indicate 
problematic validity of the PDQ4+.  However, McHoskey (2001) did find that that 
males scored significantly higher on the PDQ4+-SCHZPD and PDQ4+-SCHZTPD 
sub-scales, results the current study failed to find (no significant gender differences 
were found in the current study). Moreover, McHoskey (2001) found that females 
scored significantly higher on the PDQ4+-HPD and PDQ4+-AVPD sub-scales of the 
PDQ4+, again results the current study failed to find (no significant gender 
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differences were found for these sub-scales). Given that the current study and 
McHoskey’s (2001) study both used the PDQ4+ and the inconsistent results between 
the current study and McHoskey’s (2001) study (in terms of SCHZTPD, SCZTPD, 
HPD, & AVPD), this may indicate some problems in the validity of these sub-scales. 
However, it must be noted that the general lack of gender differences emerging in the 
current study is consistent with recent large-scale community-based Australian 
samples (Jackson & Burgess, 2000; Lewin et al., 2005).  
Turing to results related to the ability of the PDQ4+ to measure gross 
psychological dysfunction, PDQ4+-BPD was demonstrated to be significantly higher 
in the previous treatment (vs. no previous treatment), previously hospitalized (vs. no 
previous hospitalizations), and previous medication usage (vs. no previous medication 
usage) groups. These results suggest that individuals reporting higher levels of BPD 
symptomatology are more likely to have received past psychological treatment, be 
previously hospitalized, and have been prescribed psychotropic medication. These 
results are consistent with clinical research showing that patients with BPD (and 
patients with BPD-type traits) tend to be high users of psychiatric facilities (including 
inpatient services; Conklin & Westen, 2005; Welch & Linehan, 2002; Zanarini et al., 
2001) and psychotropic medications (Critchfield et al., 2004; Zanarini et al., 2001)  
and research of non-clinical samples showing increased psychological dysfunction in 
individuals with BPD-type symptoms (Trull, 1995; Trull et al., 1997). Thus, some 
form of psychological dysfunction seems to be tapped by the PDQ4+-BPD which is 
consistent with both clinical and non-clinical research on BPD symptoms. 
Furthermore, the middle age group were found to score significantly lower on the 
PDQ4+-BPD scale then younger participants thus also supporting the common 
finding that BPD symptoms tend to decrease into middle age (APA, 2000). Hence, 
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overall, the BPD sub-scale of the PDQ4+ seems to adequately capture the construct of 
BPD based on these gross indicators of psychological dysfunction.  
PDQ4+-SCHZPD also showed a similar pattern of results in terms of 
dysfunction with individuals reporting previous psychological treatment, previous 
hospitalization, and previous medication all reporting significantly higher PDQ4+-
SCHZPD scores than individuals not reporting these. Hence, higher levels or self-
reported SCHZPD symptoms were associated with a tendency to have received 
previous psychological treatment, one or more previous psychiatric hospitalizations 
and previous prescription of psychotropic medication. However, in addition to this, 
PDQ4+SCHZPD scores were also found to show a significant relationship with 
employment status such that those with higher PDQ4+-SCHZPD scores were less 
likely to be employed. These results suggest that individuals who are currently 
unemployed are likely to report more SCHZPD symptoms than individuals who are 
currently employed.  PDQ4+-PPD, and PDQ4+-SCHZTPD were found to be 
significantly higher in previously hospitalized and medicated participants while 
PDQ4+-AVPD and PDQ4+-DEPPD also seemed to tap some kind of dysfunction as 
they were significantly higher in hospitalized participants. Overall, thus it seems that 
these sub-scales of the PDQ4+ seem to be tapping some kind of dysfunctional 
psychological phenomena. 
However, the results in terms of PDQ4+-HPD, PDQ4+-NPD, PDQ4+-ASPD, 
and PDQ4+-OCPD were a little more problematic. PDQ4+-HPD and PDQ4+-NPD 
scores were found to be significantly higher in the employed group when compared to 
the unemployed group and PDQ4+-NPD was found to be significantly higher in 
student participants. These results suggest that individuals with current employment 
(as opposed to no current employment) are more likely to report symptoms of HPD 
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and NPD and that students are more likely to report symptoms of NPD when 
compared to non-students. Furthermore, PDQ4+-NPD, PDQ4+-HPD, PDQ4+-ASPD, 
and PDQ4+-OCPD showed no significant differences according to previous 
psychological treatment status, previous hospitalization, or previous medication usage 
thus showing little evidence of measurement of psychological dysfunction. However, 
it must be noted that individuals with these Cluster B PD symptoms may not realize 
that their characteristic way of relating to the self and others are dysfunctional and 
they may tend to blame others. Thus, self-report forms of PD assessment may be 
difficult in assessing these PDs. Furthermore, particularly for ASPD, individuals with 
these traits may have been more likely to have interacted with the justice system 
rather than the mental health system. Hence, these results are not entirely inconsistent 
with the conception of these PDs and hence do not necessarily point to problems with 
the validity of the PDQ4+. Also, ASPD symptoms seemed to be very lowly endorsed 
possibly because of low proportion of male participants since ASPD has been found 
to be more common in males (APA, 2000; D. M. Johnson et al., 2003; McHoskey, 
2001). Similarly, OCPD symptoms seemed to be quite highly endorsed possibly 
because of the high student sub-sample. However, it must be noted that using a 
different self-report instrument to assess axis II in a community sample Farmer and 
Chapman (2002) found that OCPD was the PD with the highest rate of false-positives 
thus supporting the high endorsement of OCPD in the current study. Taken together 
these results, may indicate problems in the OCPD construct itself rather than problems 
specific to the PDQ4+-OCPD. Nevertheless, results including these PD scores should 
be interpreted with caution because they do not seem to be measuring dysfunction 
adequately in this largely non-clinical sample. 
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Problematic results were also found for the AUDIT and DAST-10. While, 
younger participants obtained significantly higher scores on these variables than older 
participants, some counterintuitive results were also found. For example, AUDIT and 
DAST-10 scores were found to be significantly higher in the employed group (vs. 
unemployed group) and the non-hospitalized group obtained significantly higher 
scores on AUDIT (marginal significance for DAST-10) than the hospitalized group. 
Paradoxically, these results suggest that current employment is related to higher levels 
of drug and alcohol problems than non-current employment. This result casts serious 
questions as to whether these scales measure current consumption of alcohol and 
drugs or hazardous consumption of these substances as more hazardous consumption 
of these substances would theoretically affect day-to-day living, including job 
security. However, Pearson’s (for AUDIT) and Spearman’s correlations (for DAST-
10) revealed that the AUDIT showed no significant correlations with BDI-II scores, 
r(N=185)=.08, p=.30 or BAI, r(N=185)=.13, p=.07 while the DAST-10 evidenced 
significant correlations with BDI-II, rho(N=185)=.26, p<.001 and BAI, 
rho(N=185)=.22, p<.01.  From these findings it seems that the AUDIT and DAST-10 
(particularly the AUDIT) may be measuring simply current volume of consumption 
rather than dysfunctional consumption per se. Hence, results with these scales should 
be interpreted with caution. 
Similarly, the EAT-26 while significantly higher in female participants, thus 
supporting research that eating disorders are more common in females than males, 
EAT-26 scores were not related to psychological treatment status, hospitalization 
status, or medication status. However, significant Pearson’s correlations were found 
between the EAT-26 and BDI-II, r(N=185)=.30, p<.001 and BAI, r(N=185)=.24, 
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p=.001. Thus, there is some evidence that the EAT-26 is measuring some kind of 
psychological dysfunction. 
Overall, the YSQ variables showed quite good evidence of measuring 
dysfunction. YSQ-ED and YSQ-SI were the most powerful as they significantly 
differed according to employment status, previous psychological treatment status, 
hospitalization status, and medication usage status. YSQ-AB, YSQ-MA, YSQ-DI, 
YSQ-DS, YSQ-VH, and YSQ-ISC also showed significant differences between 
hospitalization and medication status. Hence, overall the YSQ measures seemed to be 
tapping some kind of psychological dysfunction. 
Childhood factor variables (i.e., PBI, FFS, CTQ; apart from mother care and 
mother control which did not significantly differ in any analyses) were also found to 
be quite strongly different between groups in the above analyses. Hence, these 
variables seem also to be measuring some kind of psychological dysfunction. 
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CHAPTER 9: TESTING OF HYPOTHESES AND RESEARCH QUESTIONS 
 To test the hypotheses and research questions, a number of different analyses 
were performed. First, Pearson’s correlations were performed between dimensional 
scores on the borderline sub-scale of the PDQ4+and each relevant commonly 
comorbid psychopathological variable, aetiological childhood factors, and cognitive 
variables. Next, Principal component analyses (PCAs) were performed separately for 
all childhood factor variables (i.e., PBI, FFS, & CTQ variables), all EMS and core 
belief variables (i.e., YSQ, borderline sub-scale of PBQ & borderline sub-scale of 
PDBQ), and finally, for all comorbid psychiatric conditions (AUDIT, DAST-10, 
EAT-26, PDQ, BDI-II, & BAI). This analysis was performed in order to reduce the 
number of variables for regression analyses testing the mediation of schemas for the 
relationship between childhood factors and BPD symptomatology (Barron & Kenny, 
1986). It must be noted that due to various violations of parametric multiple 
regression (i.e., heterogeneity of variances, substantial non-normality of variables) 
and because dichotomous variables were envisaged to be used as independent 
variables in regression analyses (i.e., CPA, CSA, & CPN), parametric multiple 
regression was deemed an inappropriate statistical test. As an alternative, logistic 
regressions (LRs) which do not make assumptions on the distribution of variables or 
the homogeneity of variance and can more easily accommodate dichotomous 
independent variables were performed.  Median split procedures were employed to 
dichotomize the dependent variables and these are explained in more detail under 
section 9.5 (p. 184). Finally, a path analysis was performed with factor scores derived 
from the PCA (and the dichotomized variables of CPA, CSA, & CPN) testing the 
cognitive mediation hypothesis. 
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9.1 Examining the Relationship Between Borderline Pathology and Commonly 
Comorbid Axis I and II Conditions  
 To examine the relationship between borderline pathology and identified 
commonly comorbid psychological conditions, Pearson’s correlations were performed 
between PDQ4+-BPD and each of the dimensionally measured comorbid conditions. 
These results are shown in Table 10. Due to the violation of the normality assumption 
in the DAST-10, Person’s correlations were not performed with this variable and, 
instead, Spearman’s rho was performed. In addition to this non-parametric test of 
association, the DAST-10 was treated as a categorical variable and a one-way 
ANOVA was performed with dimensionally measured borderline pathology as the 
dependent variable and DAST-10 as the categorical variable. 
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Table 10 
Pearson’s Correlations Between Borderline Personality Disorder Pathology and Commonly Comorbid Psychopathological Variables 
 
 
 1 2 3 4 5 6 7 8 9 10 11 12 13 14 
1. PDQ4+ Borderline Personality Disorder -              
2. AUDIT .16* -             
3.EAT-26 .28** .11 -            
4. PCL-C .48** .00 .28** -           
5. PDQ4+ Paranoid Personality Disorder .44** -.04 .25** .35** -          
6.PDQ4+ Schizoid Personality Disorder 25** -.14 .13 .34** .27** -         
7.PDQ4+ Schizotypal Personality Disorder .28** -.11 .22** .45** .50** .38** -        
8.PDQ4+ Histrionic Personality Disorder .26** .08 .21** .29** .25** -.19** .23** -       
9.PDQ4+ Narcissistic Personality Disorder .33** -.03 .22** .25** .42** .06 .40** .42** -      
10. PDQ4+ Antisocial Personality Disorder .31** .26** .11 .31** .23** .03 .22** .36** .29** -     
11.PDQ4+ Dependent Personality Disorder .48** .00 .24** .38** .30** .09 .26** .28** .27** .12 -    
12. PDQ4+ Avoidant Personality Disorder .48** -.12 .31** .39** .33** .18* .26** .26** .15* .19* -.04 -   
13.PDQ4+ Obsessive-Compulsive 
Personality Disorder 
.36** -.11 .24** .32** .45** .17* .40** .32** .28** .21** .33** .33** -  
14. BDI-II .52** .08 .30** .68** .27** .22** .31** .22** .29** .21** .28** .42** .39** - 
15.BAI .41** .13 .24** .66** .21** .21** .28** .19** .20** .17** .37** .34** .29** .68** 
Notes: * p < .05 ** p < .01; AUDIT Alcohol Use Disorders Identification Test; EAT-26 Eating Attitudes Test; PCL-C PTSD Checklist-Civilian Version; Personality 
Diagnostic Questionnaire; BDI-II Second Edition of the Beck Depression Inventory; BAI Beck Anxiety Inventory 
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Turning first to the correlational results, as can be seen from Table 10, 
PDQ4+-BPD was significantly related to all comorbid conditions. It was most 
strongly related to BDI-II, PDQ4+-AVPD, PDQ4+-DEPPD, PDQ4+-PPD, and BAI 
scores whilst only a very weak association was evident between the AUDIT and 
PDQ4+-BPD. Spearman’s rho correlations between PDQ4+-BPD and the DAST-10 
revealed a significant positive correlation between drug use and borderline 
symptomatology, Spearman’s rho = .27, p<.001, N=185. Given that the PDQ4+-BPD 
evidenced significant correlations with all other PDQ4+ sub-scales, the relationship 
between PDQ4+-BPD and all other PDQ4+ sub-scales was examined. A composite 
measure consisting of all non-BPD sub-scales (i.e., PDQ4+-PPD, PDQ4+-SCHZPD, 
PDQ4+-SCHZTPD, PDQ4+-ASPD, PDQ4+-HPD, PDQ4+-NPD, PDQ4+-AVPD, 
PDQ4+-DEPPD, & PDQ4+-OCPD) was constructed and this new measure (called 
PDQ4+-non-BPD) was correlated with PDQ4+-BPD. Results of this analysis showed 
a significant large strength positive correlation between PDQ4+-BPD and the newly 
constructed PDQ4+-non-BPD composite measure, r(N = 185) = .61, p<.001.  
Results of the ANOVA revealed a significant difference in PDQ4+-BPD 
scores between participants reporting differing drug use levels (none to minimal vs. 
moderate to severe), F(1, 183)=14.07, p<.001, ηp
2
=0.07. Participants reporting 
moderate to severe drug use had significantly higher mean scores in PDQ4+-BPD 
(M=3.48; SD=1.83) than those reporting none to minimal drug use (M=2.00; 
SD=1.58) 
9.2 Relationship between BPD and Retrospective Childhood Experiences 
 Table 11 below shows Pearson’s correlations between the PDQ4+-BPD and 
each of the retrospective childhood experiences measured by the PBI, FFS, and CTQ. 
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Table 11 
Pearson’s Correlations between Borderline Personality Disorder Pathology and Retrospective Reports of Childhood Experiences 
 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 
1. PDQ4+ Borderline Personality Disorder 
Sub-Scale 
-               
2. PBI - Mother Care (Reflected) .18* -              
3. PBI - Mother Control .15* .50** -             
4. PBI - Father Care (reflected) .25** .53** .39** -            
5. PBI - Father Control .14 .38** .57** .36** -           
6. FFS - Cohesion (reflected) .17* .63** .35** .63** .37** -          
7. FFS - Expressiveness (Reflected) .24** .63** .41** .63** .42** .76** -         
8. FFS – Conflict .16* .52** .44** .61** .44** .69** .54** -        
9. FFS - Family Sociability (Reflected) .17* .49** .28** .44** .23** .68** .56** .46** -       
10. FFS - Family Idealization (Reflected) .23** .55** .36** .65** .33** .82** .68** .65** .64** -      
11. FFS - Enmeshment .19* .35** .45** .39** .36** .37** .36** .42** .24** .34** -     
12. FFS - Democratic Family Style 
(Reflected) 
.13 .61** .49** .62** .46** .70** .75** .63** .55** .66** .36** -    
13. FFS - Authoritarian Parenting Style .08 .32** .42** .47** .45** .40** .38** .56** .28** .38** .30** .51** -   
14. FFS External Locus of Control .26** .52** .46** .62** .47** .73** .66** .69** .60** .73** .53** .66** .49** -  
15. CTQ – Childhood Emotional Abuse .27** .49** .37** .64** .30** .67** .58** .67** .49** .64** .33** .54** .41** .53** - 
16. CTQ – Childhood Emotional Neglect .19** .68** .42** .65** .39** .80** .68** .62** .65** .73** .36** .67** .40** .71** .67** 
Note: * p<.05 ** p<.01 N=185; PDQ4+ Personality Diagnostic Questionnaire (4
th
 Ed.); PBI Parental Bonding Instrument; FFS Family Functioning Scale; CTQ 
Childhood Trauma Questionnaire; Reflected variables indicate reverse scoring such that high scores on the variable denote a low standing on the variable 
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9.2.1 Correlations Between Borderline Personality Disorder Pathology and 
Retrospectively Reported Childhood Experiences 
As can be seen from Table 11, PDQ4+-BPD evidenced significant correlations 
with most retrospectively reported childhood experiences. However, non-significant 
correlations were evident between PDQ4+-BPD and the FFS’s Democratic Family 
style (FFS-Demo), and Authoritarian parenting sub-scales (FFS-Auth) and PBI-
FathCon. While these correlations were not significant, the correlation statistics were 
in expected directions. Furthermore, it must be noted that all correlations were below 
.30 and, thus, can be considered as relatively small effects according to criteria 
proposed by J. Cohen (1988). In fact the highest correlation of .27 between PDQ4+-
BPD and CTQ-CEA suggests that only 7.3% of the variance between these two 
variables is shared. 
Turning to results regarding the perception of parental bonding during 
childhood, while PBI-MCare significantly correlated with PDQ4+-BPD, this 
relationship was only very weak with only 3.2% shared variance between the 
variables. 
Results referring to perception of family environment during childhood were 
highly variable with a non-significant correlation between FFS-Auth and PDQ4+-
BPD. The FFS’s External Locus of Control sub-scale (FFS-Extern) seemed to be the 
family environment variable that was most important given it held the highest 
correlation with PDQ4+-BPD. Significant positive correlations were found between 
PDQ4+-BPD and each of FFS-Extern, and FFS-Conf. Significant positive correlations 
were also found between PDQ4+-BPD and FFS-FamIdeal, FFS-Expr, FFS-Coh, and 
the FFS’s family sociability sub-scale and FFS-Conf. However, FFS-Exter aside, most 
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of these significant correlations were below (r=.20) or only marginally above r=.20. 
Thus, these correlations can only be considered as very weak.  
Results concerning retrospectively reported childhood abuse and neglect 
revealed both CTQ-CEA and CTQ-CEN measured in the current study showed 
significant positive correlations with PDQ4+-BPD. However, given that CTQ-CSA, 
CTQ-CPA, and CTQ-CPN all had very skewed distributions (not rectified by 
transformation), non-parametric correlational tests with PDQ4+-BPD were performed 
on these variables. Spearman’s rho correlations were conducted between CTQ-CPA 
and PDQ4+-BPD, CTQ-CSA and PDQ4+-BPD, and CTQ-CPN and PDQ4+-BPD. 
Results revealed no significant relationship between CTQ-CPA and PDQ4+-BPD, 
Spearman’s rho(N = 185) = .08, p= .23, and the relationship between CTQ-CSA and 
PDQ4+-BPD approached significance, Spearman’s rho(N = 185) = .12, p=.11. 
However, CTQ-CPN showed a significant positive correlation with PDQ4+-BPD, 
Spearman’s rho(N = 185) = .24, p<.01. Hence, according to these results, only CTQ-
CEA, CTQ-CPN, and CTQ-CEN are significantly related to PDQ4+-BPD. 
9.2.2 Group Differences Between Individuals Reporting Abuse or Neglect and 
Individuals Not Reporting Abuse or Neglect   
Given that the CTQ-CSA, CTQ-CPA and CTQ-CPN variables were also 
measured as categorical variables, a number of other analyses were performed 
examining the relationship between childhood abuse and neglect and borderline 
symptomatology. First, a series of three different one-way ANOVAs were run with 
PDQ4+-BPD as the dependent variable and CPA (not reported vs. reported), CSA 
(not reported vs. reported), and CPN (not reported vs. reported) as separate factors. 
Prior to performing the series of one-way ANOVAs, Levene’s tests were 
performed in order to assess the homogeneity assumption of ANOVA. Results of 
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Levene’s tests were non significant for all three ANOVAs thus indicating no violation 
of the homogeneity assumption.  
Results of the one-way ANOVAs revealed no significant difference in 
PDQ4+-BPD scores between those reporting (n=29; 15.7%) and those not reporting 
physical abuse (n=156; 84.3%). This result coincides with the non-significant 
Spearman’s rho correlation between CTQ-CPA and PDQ4+-BPD. However, those 
who reported some form of CSA (n=16; M=3.36; SD=1.89) were found to obtain 
significantly higher borderline pathology scores than those not reporting childhood 
sexual abuse (n=169; M=2.05; SD=1.61), F(1, 183)=6.65, p=.01, ηp
2
=0.04. This result 
is not consistent with the non-significant Spearman’s rho between CTQ-CSA and 
PDQ4+-BPD. However, it must be noted that this correlation approached 
significance. Finally, participants reporting CPN obtained significantly higher mean 
PDQ4+-BPD scores (M=3.18; SD=1.94) than those not reporting physical neglect 
during childhood (M=2.06;SD=1.62), F(1, 183)=4.96, p=.03, ηp
2
=0.03. 
9.3 Correlations between Borderline Pathology, Dysfunctional Beliefs and 
Schemas  
 Table 12 below shows Pearson’s correlations between PDQ4+-BPD and 
measures of dysfunctional beliefs and schemas measured by the YSQ, PBQ-B, and 
PDBQ-B.
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Table 12 
Pearson’s Correlations between Borderline Personality Disorder Pathology, Early Maladaptive Schemas, and Core Beliefs 
 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 
1. PDQ4+ Borderline Scale -                 
2. YSQ Emotional Deprivation .38** -                
3. YSQ Abandonment  .43** .46** -               
4. YSQ Mistrust/Abuse  .41** .52** .53** -              
5. YSQ Social Isolation .44** .68** .54** .57** -             
6. YSQ Dependence/Incompetence .37** .44** .51** .49** .38** -            
7. YSQ Defectiveness/Shame .38** .63** .54** .55** .64** .47** -           
8. YSQ Failure .33** .32** .32** .49** .46** .50** .56** -          
9. YSQ Vulnerability to Harm/Illness  .43** .33** .54** .45** .44** .50** .39** .42** -         
10. YSQ Subjugation .41** .55** .62** .59** .62** .54** .63** .56** .54** -        
11. YSQ Self-Sacrifice .03 .29** .20** .32** .22** .24** .17* .17* .27** .28** -       
12. YSQ Emotional Inhibition .30** .52** .37** .48** .51** .43** .50** .44** .41** .55** .08 -      
13. YSQ Unrelenting Standards .15* .19** .21** .33** .27** .07 .17* .13 .23** .21** .37** .23** -     
14. YSQ Enmeshment .24** .22** .28** .32** .33** .34** .34** .38** .28** .48** .12 .35** .16* -    
15. YSQ Entitlement .13 .06 .19** .31** .21** .27** .25** .16 .29** .29** .11 .22** .22** .22** -   
16.  YSQ Insufficient Self-Control/Self-     
Discipline  
.24** .32** .35** .36** .30** .67** .28** .42** .38** .46** .11 .35** .05 .14 .33** -  
17.Borderline sub-scale of PBQ .48** .54** .62** .60** .55** .55** .56** .46** .61** .64** .27** .51** .19* .30** .40** .31** - 
18. Borderline sub-scale of PDBQ .47** .59** .64** .60** .54** .56** .60** .52** .59** .68** .26** .53** .24** .34** .42** .24** .87**
Note: * p<.05 ** p<.01 N=185; PDQ4+ Personality Diagnostic Questionnaire (4th Ed.); YSQ Young Schema Questionnaire; PBQ Personality Belief Questionnaire; PDBQ 
Personality Disorder Belief Questionnaire 
  
174
As can be seen from Table 12, PDQ4+-BPD evidenced significant positive 
correlations with both of the dysfunctional thoughts measures (PBQ-B & PDBQ-B) and all 
YSQ EMS sub-scales hypothesized to be related to PDQ4+-BPD (i.e., YSQ-ED, YSQ-MA, 
YSQ-SI, YSQ-DI, YSQ-DS-YSQ-VH, YSQ-SU, & YSQ-IS). All correlations apart from the 
correlation with YSQ-IS were either in the moderate to strong correlation category (J. Cohen, 
1988). Further to this, a non-significant correlation was found between PDQ4+-BPD and 
YSQ-SS while weak correlations were found between PDQ4+-BPD and each of YSQ-US and 
YSQ-EN. However, moderate strength correlations were found between PDQ4+-BPD and 
each of YSQ-EI and YSQ-FA. Overall, however, the core beliefs and EMSs measured in the 
current study were moderately to strongly related to PDQ4+-BPD 
9.4 Principle Components Analyses 
 Given that the majority of childhood factor, schemas, and comorbid variables were 
significantly related to PDQ4+-BPD scores, the next analysis step was to test the cognitive 
mediation hypothesis. Before proceeding with this, however, it was decided that the amount 
of variables was too large to conduct regression analyses to test the mediation hypothesis. 
Hence, it was decided that three separate principle components analyses (PCAs) would be 
conducted, one for the childhood factor variables, one for the schema variables, and one for 
the comorbid variables in order to reduce the number of variables in subsequent analyses 
(Hair et al., 1998). Kaiser’s criterion was the first method used for extracting factors. If this 
method failed to adequately identify an interpretable component solution, scree’s plot was 
examined. If this failed to identify an interpretable solution, various numbers of components 
were extracted. When interpreting component loadings, a component loading .40 or above 
was deemed significant based on recommendations of Hair et al. (1998). Finally, it must be 
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noted that direct oblimin rotation was used to rotate PCA solutions as components extracted 
were expected to correlate (Hair et al., 1998). 
 Turning to results regarding the PCA for childhood factor variables it must be noted 
that the variables CTQ-CSA, CTQ-CPA, and CTQ-CPN were measured categorically. These 
variables are non-metric, hence generally unsuitable for standard PCA (Hair et al., 1998). 
Given this consideration, these three dichotomous variables were not included in the PCA.  
Preliminary analyses showed that the childhood factor variables (excluding CTQ-
CSA, CTQ-CPA, & CTQ-CPN) were substantially related as evidenced by a high K-M-O 
statistic (.93) and a significant Bartlett’ test (Χ
2
=2000.96, p<.001) hence appropriate for 
PCA. Using Kaiser’s criterion, two principle components were extracted accounting for 
approximately 65.21% of the variance. Communality statistics were deemed to be good for 
all variables with the lowest communality being .44 for enmeshment (communalities below 
.50 are considered unacceptable; Hair et al., 1998). However, this variable was retained as it 
did significantly load on one of the factors (see Table 13). The unrotated solution resulted in 
components that were considered uninterpretable, however, when rotated, an interpretable 
component solution was evident. Table 13 shows the component loadings for the two 
components (significant component loadings are in bold). 
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Table 13 
Childhood Factor Variables Component Loadings With Direct Oblimin Rotation 
Childhood Factor 
Variable 
Component 
 1. Abusive Family Environment 2. Controlling Family Environment 
FFS Cohesion 
(Reflected) 
.96 -.08 
FFS Idealization 
(Reflected) 
.93 -.08 
FFS Socialization 
(Reflected) 
.89 -.24 
CTQ Emotional Neglect  .88 .01 
FFS Expressiveness 
(Reflected) 
.79 .07 
CTQ Emotional Abuse .76 .03 
FFS Democratic Family 
Style (Reflected) 
 
.68 .24 
PBI Father Care 
(Reflected) 
 
.68 .17 
FFS External Locus of 
Control 
.67 .27 
PBI Mother Care 
(Reflected) 
.62 .19 
FFS Conflict .60 .31 
PBI Father Control -.05 .83 
PBI Mother Control -.001 .82 
FFS Authoritarian 
Parenting Style 
.15 .61 
FFS Enmeshment .09 .61 
Note: Component Loadings in bold represent significant factor loadings; FFS Family Functioning Scale; PBI 
Parental Bonding Instrument; CTQ Childhood Trauma Questionnaire 
  
As can be seen from Table 13, two interpretable components were extracted. The first 
component was associated with high scores on FFS-Coh, FFS-FamIdeal, FFS-FamSoc, CTQ-
CEN, FFS-Expr, CTQ-CEA, FFS-Demo, PBI-FCare, FFS-Exter, PBI-MCare, and FFS-Conf. 
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Hence, this component seems to represent a generally dysfunctional family environment or a 
family environment where the likelihood of abuse is high. The second component, consisting 
of high loadings for PBI-MCon, PBI-FCon, FFS-AuthPar, and FFS-Enm, was named 
controlling parenting as all these variables seem to represent a lack of development of 
autonomy. 
Given that one of the aims of the current study was to assess the interaction between 
childhood family functioning and childhood maltreatment, an alternative PCA was performed 
with only family functioning factors (i.e., FFS-Coh, FFS-FamIdeal, FFS-FamSoc, FFS-Expr, 
FFS-Exern, FFS-Demo, FFS-Conf, FFS-Auth, FFS-Enmeh, PBI-MothCon, & PBI-FathCon). 
This was performed in order to obtain factor scores for family functioning for use in later 
analyses. It must be noted that PBI-MothCare and PBI-FathCare were not used in these 
analyses as they have been likened to CEN, a type of childhood maltreatment (Wark et al., 
2003). 
Preliminary analyses showed that the childhood family functioning variables were 
substantially related as evidenced by a high K-M-O statistic (.91) and a significant Bartlett’ 
test (χ
2
=1314.47, p<.001) hence appropriate for PCA. Kaiser’s criterion, indicated the 
extraction of two principle components accounting for approximately 67.40% of the variance. 
Communality statistics were deemed to be good for all variables with the lowest 
communality being .44 for enmeshment (communalities below .50 are considered 
unacceptable; Hair et al., 1998). However, this variable was retained as it did significantly 
load on one of the factors (see Table 14). The unrotated solution resulted in components that 
were considered uninterpretable, however, when rotated, an interpretable component solution 
was evident. Table 14 shows the component loadings for the two components (significant 
component loadings are in bold). 
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Table 14 
Childhood Family Functioning Variables Component Loadings With Direct Oblimin Rotation 
Childhood Factor 
Variable 
Component 
 1. Family Disharmony 2. Controlling Family Environment 
FFS Cohesion 
(Reflected) 
.93 -.02 
FFS Idealization 
(Reflected) 
.91 -.03 
FFS Socialization 
(Reflected) 
.90 -.20 
FFS Expressiveness 
(Reflected) 
.78 .11 
FFS External Locus of 
Control  
 
.68 .30 
FFS Democratic Family 
Style (Reflected) 
.67 .27 
FFS Conflict .56 .36 
PBI Father Control -.06 .84 
PBI Mother Control -.04 .84 
FFS Authoritarian 
Parenting Style 
.13 .63 
FFS Enmeshment .07 .62 
Note: Component Loadings in bold represent significant factor loadings; FFS Family Functioning Scale; PBI 
Parental Bonding Instrument 
  
 As can be seen from Table 14, the first component had significant loadings with FFS-
Coh, FFs-FamIdeal, FFS-FamSoc, FFS-Expr, FFS-Extern, FFS-Demo, and FFS-Conf. 
Hence, this component seemed to be measuring a generally disharmonious family hence it 
was named family disharmony. The second component had significant loadings with PBI-
FathCon, PBI-MothCon, FFS-Auth, and FFS-Enmesh. These significant component loadings 
were similar to the significant component loadings for the childhood factor variables. Hence, 
this component was named controlling family environment. It must be noted that the 
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correlation between factor scores for the controlling family environment component in the 
first PCA were almost identical to the controlling family environment component in the 
second PCA, r>.99, p<.001.  
Turning to the PCAs for the schema variables, preliminary analyses indicated very 
good correlation between the variables (K-M-O=.92) and the variables were significantly 
related (Bartlett’s Test Χ
2
=1257.87, p<.001) thus they were appropriate for PCA. Using 
Kaiser’s criterion, only one component was extracted which accounted for 57.14% of the 
variance. This amount of variance was deemed to be too low (60% is considered adequate for 
the social sciences; Hair et al., 1998) hence a two factor solution was attempted. This 
improved the amount of variance explained with 65.94% of the variance accounted for by 
these two factors. Communalities were deemed appropriate with the lowest communality 
being .49 for YSQ-ISC. While this communality was below .50 it was retained in the PCA 
because it fell only just below the cut-off and YSQ-ISC was considered a conceptually 
important variable in BPD (Hair et al., 1998). Table 15 shows the component loadings 
(significant in bold) for the rotated two component PCA solution. 
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Table 15 
Early Maladaptive Schema and Core Belief Variables Component Loadings With Direct Oblimin Rotation 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Note: Component Loadings in Bold represent significant factor loadings; YSQ Young Schema Questionnaire; 
PBQ Personality Belief Questionnaire; PDBQ Personality Disorder Belief Questionnaire 
Schema and Core Beliefs 
Variable 
Component 
 1 Powerlessness/Personal 
Vulnerability 
2 Disconnection/Rejection 
YSQ Vulnerability to 
Harm/Illness 
.82 .04 
YSQ Insufficient Self-Control .78 .18 
YSQ Dependence/Incompetence .65 -.14 
Borderline sub-scale of PBQ .62 -.34 
Borderline Sub-scale of PDBQ .60 -.38 
YSQ Abandonment .53 -.34 
YSQ Subjugation .48 -.46 
YSQ Emotional Deprivation -.06 -.89 
YSQ Social Isolation -.02 -.87 
YSQ Defectiveness/Shame .03 -.84 
YSQ Mistrust Abuse .33 -.53 
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As can be seen from Table 15, component 1 seems to reflect beliefs centred on an 
inability to cope by one self. YSQ-VH, YSQ-ISC, YSQ-DI, PBQ-B, PDBQ-B, YSQ-AB, and 
YSQ-SB all significantly loaded on this component. The commonality among these variables 
seems to be a belief that one is unable to cope without others or, very clearly represents 
Beck’s (Beck et al., 1990; Beck et al., 2004) hypothesis about BPD patients “I am powerless 
and vulnerable”. Hence, this component was called powerlessness and personal vulnerability 
beliefs. The second component (significant negative loadings with YSQ-SB, YSQ-ED, YSQ-
SI, YSQ-DS, and YSQ-MA), represent most of Young et al.’s (2003) EMSs (apart from AB) 
from the Disconnection/Rejection domain and also seem to be a combination of the other two 
key core beliefs hypothesized by Beck (Beck et al., 1990; Beck et al., 2004) to be related to 
BPD, “The world is dangerous and malevolent” and “I am inherently unacceptable”. Hence, 
this component was named disconnection/rejection beliefs. It must be noted that YSQ-SU 
significantly loaded on both components 1 and 2. It must also be noted that component 2 
obtained significant negative loadings, hence, high scores on the variables were associated 
with lower scores on the factor. 
 The final PCA utilized the comorbid psychopathological variables. It must be noted 
that the DAST-10 variable was measured as a categorical variable but was appropriate to 
include this variable with other metric variables in a PCA as one categorical variable does not 
substantially alter PCA results (Hair et al., 1998). K-M-O (.81) and Bartlett’s Test of 
Sphericity (Χ
2
=902.87, p<.001) indicated that the variables demonstrated significant 
correlation with each other and, hence, were appropriate for factor analysis. A four 
component solution was obtained using Kaiser’s criterion. However, while this solution 
accounted for 60.29% of the variance the final rotated solution was not interpretable. A five 
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component solution was also attempted, however, again the final factor solution was not 
interpretable. 
 Given the lack of interpretable components while analysing both axis I and II 
constructs, it was decided that two separate PCAs would be performed. One with axis I 
conditions (i.e., EAT-26, PCL-C, BDI-II, AUDIT, DAST-10, BAI) and the other with axis II 
conditions (all PDs from PDQ4+ apart from BPD). 
 Preliminary analyses with axis I conditions indicated acceptable correlation between 
the variables (K-M-O=.75) and Bartlett’s test was significant, Χ
2
=298.93, p<.001, thus the 
variables were sufficiently interrelated for a PCA. Kaiser’s criterion indicated the retention of 
two components which accounted for 62.20% of the variance. However, examination of the 
communalities revealed that the EAT-26 only had 21.5% of its original variance explained in 
the final PCA solution. Thus, it was decided that the EAT-26 be dropped from the PCA. The 
PCA was then re-run and again Kaiser’s criterion indicated the retention of two components 
explaining 71.76% of the variance. All communalities were above .50 (lowest .54 for DAST-
10) thus the two component solution explained an acceptable amount of variance (Hair et al., 
1998). Table 16 shows the factor loadings for the rotated two factor solution. 
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Table 16 
Axis I Condition Variables Component With Direct Oblimin Rotation  
Axis I Condition Measure Component 
 1 Anxiety/Depression 2 Substance Abuse 
PCL-C .90 -.08 
BDI-II .88 .04 
BAI .86 .05 
AUDIT -.12 .85 
DAST-10 (Categorically Measured) .15 .69 
Note: Component Loadings in Bold represent significant factor loadings; PCL-C PTSD Checklist-Civilian 
Version; BDI-II Second Edition of the Beck Depression Inventory; BAI Beck Anxiety Inventory; AUDIT 
Alcohol Use Disorders Identification Test; DAST-10 Drug Abuse Screening Test 
 
As can be seen from Table 16, the first component seems to reflect general 
depressive/anxiety complaints with significant loadings for PCL-C, BDI-II, and BAI while 
factor 2 seems to represent substance abuse with significant loadings for AUDIT and DAST-
10. 
 Preliminary analyses for the axis II PCA revealed that the variables were appropriate 
for PCA (K-M-O=.78, Bartlett’s, Χ
2
=526.24, p<.001). Kaiser’s criterion indicated the 
retention of 3 factors explaining a total of 65.00% of the variance. Inspection of the 
communalities revealed that the lowest communality was .46 for PDQ4+-OCPD. However, 
when examining the rotated component solution, PDQ4+-OCPD failed to significantly load 
on any component. Hence, given PDQ4+-OCPD’s low communality and its lack of 
significant component loadings on any extracted component it was dropped from the PCA 
and the PCA was performed again. Again Kaiser’s criterion indicated the retention of three 
factors explaining 68.46% of the variance. Table 17 below shows the factor loadings for the 
rotated three factor solution. 
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Table 17 
Axis II Condition Variables Component Loadings With Direct Oblimin Rotation 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Note: Component Loadings in Bold are Significant; PDQ4+ Personality Diagnostic Questionnaire (4
th
 Ed.) 
 
 
As can be seen from Table 17, the PCA solution seemed to follow the clustering of 
PDs proposed by the DSM-IV-TR (APA, 2000). Component 1, consisting of significant 
loadings with PDQ4+-SHZPD, PDQ4+-SCHTPPD, and PDQ4+-PPD reflected cluster A 
while component 2 (significant loadings with PDQ4+-HPD, PDQ4+-ASPD, & PDQ4+-NPD) 
seemed to reflect the non-borderline cluster B PDs. Component 3 obtained significant 
loadings with PDQ4+-DEPPD and PDQ4+-AVPD thus representing cluster C PDs 
(excluding OCPD). However, it must be noted that components 2 and 3 had negative loadings 
Axis II Condition Measure Component 
 1. Cluster A 2. Cluster B 3. Cluster C 
PDQ4+ Schizoid Personality 
Disorder 
.88 .24 .03 
PDQ4+ Schizotypal 
Personality Disorder 
.66 -.35 -.10 
PDQ4+ Paranoid Personality 
Disorder 
.51 -.39 -.22 
PDQ4+ Histrionic Personality 
Disorder 
-.30 -.77 -.20 
PDQ4+ Antisocial Personality 
Disorder 
.07 -.75 .24 
PDQ4+ Narcissistic 
Personality Disorder 
.16 -.67 -.13 
PDQ4+ Avoidant Personality 
Disorder 
.10 .14 -.90 
PDQ4+ Dependent 
Personality Disorder 
-.05 -.09 -.87 
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with their respective variables. Hence, low scorers on these variables were associated with 
higher scores on the factor. 
Table 18 shows zero-order correlations between all the PCA-derived component 
scores and PDQ4+-BPD scores. As can be seen from Table 18, all PCA-derived components 
significantly correlated with PDQ4+-BPD scores. Particularly strong were the correlations 
between PDQ4+-BPD scores and each of cluster C PD symptoms, depression and anxiety 
symptoms and the cognitive factors of powerlessness beliefs and disconnection/rejection 
beliefs. Also noted was the significant correlations between the cognitive factors of 
powerlessness beliefs and disconnection/rejection beliefs and all the PCA-derived factor 
scores apart from substance abuse which correlated significantly but of low magnitude with 
powerlessness beliefs and a non-significant correlation with disconnection/rejection beliefs. 
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Table 18 
Pearson’s Correlations Between Borderline Personality Disorder Symptomatology and Principle Components Analysis-Reduced Childhood, Cognitive and Clinical  
Variables 
 1 2 3 4 5 6 7 8 9 10 11 12 
1. PDQ4+-BPD -            
2. Family Disharmony .23** -           
3. Controlling Family Environment 1# .18* .52** -          
4. Abusive Family Environment .25** .98** .56** -         
5. Controlling Family Environment 2## .18* .50** >.99** .54** -        
6. Cluster A Personality Disorder Symptoms .33* .30** .33** .33** .33** -       
7. Cluster B Personality Disorder (Excluding Borderline 
Personality Disorder) Symptoms (Reflected) 
.37** .05 .07 .05 .07 .14 -      
8. Cluster C Personality Disorder (Excluding Obsessive-
Compulsive Personality Disorder) Symptoms (Reflected) 
.51** .19* .20** .21** .20** .20** .22** -     
9. Depression and Anxiety Symptoms .53** .32** .32** .35** .31** .36** .32** .47** -    
10. Substance Abuse .26** .05 -.03 .06 -.03 -.05 .20** -.01 .19* -   
11. Powerlessness Beliefs .48** .23** .22** .25** .22** .33** .40** .63** .69** .18* -  
12. Disconnection/Rejection Beliefs .48** .53** .38** .56** .36** .49** .15* .50** .57** .03 .57** - 
Note: * p<.05 ** p<.01; # Controlling Family Environment from 1st PCA Analysis ## Controlling Family Environment from 2nd PCA Analysis; N=185; PDQ4+ 
Personality Diagnostic Questionnaire (4
th
 Ed.); YSQ Young Schema Questionnaire; PBQ Personality Belief Questionnaire; PDBQ Personality Disorder Belief 
Questionnaire 
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9.5 Logistic Regression Analyses 
  As a general rule of thumb, it has been suggested that a ratio of at least 5 participants 
for every predictor in a regression analysis is needed for a sufficient analysis (Hair et al., 
1998). Using this ratio with the original 44 variables meant that a sample size of 220 would 
have been needed. This is the minimum sample size and is higher than the sample size in the 
current study (N=185). However, it is considered optimal to have approximately 15 to 20 
participants per predictor (Hair et al., 1998). Hence, using this ratio for the reduced nine 
predictor variables the optimal sample size was between 135 and 180. Given that the sample 
size of the current sample size falls above this range regression was deemed more appropriate 
for this number of PCA-reduced variables (i.e., nine). It must also be noted that, unless stated 
otherwise, the influence of potential multivariate outliers did not have a substantial impact on 
the LR analyses in that significance levels were not altered when outliers were deleted. 
Hence, all potential data was considered in analyses. Furthermore, no substantive differences 
were evident in analysis results when the seven clinical participants were not included in 
analyses. Hence, analyses reported include all available participants. 
 9.5.1 Cognitive Mediation Hypothesis for Borderline Personality Disorder Symptoms 
Component scores from each of the PCAs as well as the dichotomous variables of 
CTQ-CPA, CTQ-CSA, and CTQ-CPN were used in a series of Logistic Regressions (LRs) to 
test the cognitive mediation hypothesis with PDQ4+-BPD as the dependent variable. 
However, given that PDQ-4+-BPD was a metric variable and LR requires a dichotomous 
dependent variable, a median split procedure was performed. Participants scoring at the 
median (Md=2.00) or below were classified in a low BPD group (n=  125; 67.6%) while 
individuals scoring above the median were classified into a high BPD group (n= 60; 32.4%). 
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The PDQ4+-BPD variable was divided in this way in order to minimize the differences in 
sample size between the two groups.  It must also be noted that the component scores for 
disconnection/rejection beliefs were reflected such that high scores indicated more pathology. 
 Turning to LR results, a variable functions as a mediator when the independent 
variable is significantly related to the proposed mediator. Further to this the proposed 
mediator should be significantly related to the dependent variable. Finally, when the mediator 
is controlled, a previous significant association between the independent variable and the 
dependent variable becomes decreased in magnitude or non-significant (Barron & Kenny, 
1986).  
Hence, the first step in establishing mediation is to test the association between the 
independent variable and the proposed mediators. In the current study’s case there were four 
independent variables (PCA-derived factor scores for abusive family environment and 
controlling family environment, dichotomous variables of CTQ-CSA, CTQ-CPA, & CTQ-
CPN) and two proposed mediators (PCA-derived factor scores for disconnection/rejection 
beliefs and powerlessness beliefs). Given that LR was used instead of standard MR and LR 
requires dichotomous dependent variables, the proposed mediators were transformed into 
dichotomous variables via a median split procedure (disconnection/rejection beliefs  
Md = -0.302; powerlessness beliefs Md = -0.0739) for the purposes of establishing a 
relationship between the independent variables and the mediators. This median split 
procedure resulted in 93 participants (50.3%) being assigned to the low 
disconnection/rejection beliefs category (i.e., scoring at the median or below) and 92 
participants (49.7%) being assigned to the high disconnection/rejection beliefs category. For 
the powerlessness beliefs variable, 92 participants (49.7%) were classified into the low 
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powerlessness category while 93 participants (50.3%) were classified into the high 
powerlessness category.   
Hence, two separate LRs were conducted each with the same set of independent 
variables (i.e., PCA-derived factor scores for abusive family environment and controlling 
family environment, dichotomous variables of CTQ-CSA, CTQ-CPA, & CTQ-CPN) but with 
separate dependent variables (i.e., one LR had the dichotomized disconnection/rejection 
beliefs as the dependent variable while the other LR had the dichotomized powerlessness 
beliefs as the dependent variable). Results of these analyses are shown in Table 19. More 
specifically, Table 19 shows the logistic regression coefficient (B), Wald test (with associated 
p-value), and the odds ratio (with 95% confidence interval) for each of the predictors 
according to whether they were predicting disconnection/rejection beliefs (dichotomized) or 
powerlessness beliefs (dichotomized)
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Table 19 
Logistic Regressions Predicting Disconnection/Rejection Beliefs and Powerlessness Beliefs From 
Childhood Factors Variables   
Note: *Dichotomous Variable 
 
 
 
  
 
Dependent 
Variable 
Predictor B Wald p Odds 
Ratio 
95% Confidence 
Interval of Odds 
Ratio 
      Lower 
Bound 
Higher 
Bound 
Disconnection/ 
Rejection* 
 Abusive Family 
Environment 
0.81 12.56 <.001 2.25 1.44 3.53 
 Controlling Family 
Environment 
-.001 <.001 >.99 1.00 0.68 1.48 
 Childhood Physical 
Neglect* 
1.43 1.65 .20 4.17 0.47 37.04 
 Childhood Sexual 
Abuse* 
2.16 4.02 .05 8.82 1.05 74.01 
 Childhood Physical 
Abuse* 
-.47 0.75 .39 0.63 0.22 1.82 
Powerlessness*  
 Abusive Family 
Environment 
0.19 0.88 .35 1.21 0.81 1.80 
 Controlling Family 
Environment 
0.30 2.33 .13 1.34 0.92 1.96 
 Childhood Physical 
Neglect* 
0.35 0.24 .62 1.42 0.35 5.68 
 Childhood Sexual 
Abuse* 
1.79 4.85 .03 5.98 1.22 29.32 
 Childhood Physical 
Abuse* 
-0.84 2.67 .10 0.43 0.16 1.18 
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When Disconnection/Rejection beliefs were the dependent variable, a test of 
the full model versus a model with the intercept only was statistically significant,  
χ
2
(5, N=185) = 42.72, p<.001, Nagalkerke R
2
 = .28. Furthermore, the Hosmer and 
Lemeshow Test indicated an acceptable fit for the model, χ
2
(df=8) = 11.17, p>.05. 
Finally, the model successfully classified 82.8% of the low Disconnection/Rejection 
group and 59.8% of the high Disconnection/Rejection group, for a total success rate of 
71.4%. Hence, overall childhood environment factors accounted for a significant 
amount of variance in the dichotomized disconnection/rejection beliefs variable. 
 Turning to results of the individual predictors, as can be seen from Table 19, 
only abusive family environment and childhood sexual abuse made significantly 
unique contributions to the prediction of Disconnection/Rejection beliefs. Of these 
variables, abusive family environment made the highest contribution as indicated by 
its higher Wald’s statistic. However, for the sexual abuse variable the odds ratio 
suggested that those who reported CSA were 8.82 times more likely to report higher 
disconnection/rejection beliefs than those who did not report CSA. When also 
considering the 95% confidence interval, those who report CSA were 1.05 to 74.01 
times more likely to report high disconnection/rejection beliefs. 
 Results of the second LR with powerlessness as the dependent variable 
revealed that the model including all childhood factor variables made a significant 
contribution to the dichotomized powerlessness variable, χ
2
(5, N=185) = 18.11, p<.01, 
Nagalkerke R
2
 = .12, while the non-significant Hosmer and Lemshow test indicated 
an acceptable overall fit for the model, χ
2
(df=8) = 11.17, p>.05. The model 
successfully classified 62.7% of participants with 71.7% of low powerlessness belief 
participants being correctly classified while 53.8% of high powerlessness belief 
participants were correctly classified. Hence, the model seemed to be better at 
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classifying low powerlessness participants as opposed to high powerlessness 
participants. 
 Results of the individual predictors revealed that only CSA was significantly 
related to powerlessness beliefs such that participants reporting CSA were 5.98 times 
more likely to report high endorsement of powerlessness beliefs. When considering 
the 95% confidence interval, participants reporting CSA were 1.22 to 29.32 times 
more likely to report high endorsement of powerlessness beliefs. 
 Hence, overall childhood factors were significantly related to the proposed 
cognitive mediators with abusive family environment and CSA making statistically 
significant unique contributions to disconnection/rejection beliefs and CSA making a 
statistically significant unique contribution to powerlessness beliefs. 
 The next step in evaluating the cognitive mediation hypothesis was to test if 
the childhood factors were significantly related to BPD pathology and, if so, whether 
the relationship becomes non-significant if the cognitive mediators are statistically 
controlled. To test this aspect of the study, a hierarchical LR was performed with the 
childhood factors (abusive family environment, controlling family environment, & the 
dichotomized variables of CSA, CPA, & CPN) entered as the predictors in the first 
step followed by the addition of the cognitive mediators in the second step (with 
dichotomized BPD as the dependent variable). Table 20 shows the LR coefficients, 
Wald’s statistic (with associated p-value), and the odds ratio (with 95% confidence 
interval) for the individual predictors at each step of the hierarchical LR.    
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Table 20 
Two Step Hierarchical Logistic Regression Results With Dichotomized BPD as the Dependent 
Variable 
Note: *Dichotomous Variable 
Note: * Dichotomous Variable 
 
 
Model Predictor B Wald p Odds 
Ratio 
95% Confidence 
Interval of Odds 
Ratio 
      Lower 
Bound 
Higher 
Bound 
1 Abusive Family 
Environment 
0.44 3.99 .05 1.56 1.01 2.40 
 Controlling Family 
Environment 
0.14 0.47 .49 1.16 0.77 1.74 
 Childhood Physical 
Neglect* 
0.62 0.85 .36 1.86 0.50 6.96 
 Childhood Sexual Abuse* 1.45 5.03 .03 4.27 1.20 15.22 
 Childhood Physical 
Abuse* 
-0.39 0.57 .45 0.68 0.24 1.88 
  
2 Abusive Family 
Environment 
0.01 <0.01 .98 1.01 0.58 1.76 
 Controlling Family 
Environment 
0.03 0.01 .92 1.03 0.64 1.64 
 Childhood Physical 
Neglect* 
-0.01 <0.001 .99 0.99 0.21 4.68 
 Childhood Sexual Abuse* 0.90 1.52 .22 2.45 0.59 10.20 
 Childhood Physical 
Abuse* 
0.23 0.14 .71 1.26 0.38 4.22 
 Disconnection/Rejection 
Beliefs 
0.77 7.63 <0.01 2.16 1.25 3.73 
 Powerlessness Beliefs 0.86 12.28 <.001 2.35 1.46 3.79 
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 At the first step of the hierarchical LR where childhood factors alone were 
entered in the prediction of dichotomous BPD category, the model was found to 
significantly predict BPD category when compared to the null model, χ
2
(5, N=185) = 
24.96, p<.001, Nagalkerke R
2
 = .18. Hosmer and Lemshow’s test was non-significant, 
χ
2
(8) = 6.21, p>.05 hence providing evidence that the model was an acceptable fit. 
Further to this, there was an overall success rate of 74.6% with 94.4% of low BPD 
participants correctly classified while 33.3% of high BPD participants were correctly 
classified. Hence, the LR was three times more accurate in classifying low BPD 
participants than it was classifying high BPD participants. This may have been due to 
the unequal sample sizes.  
However, when the two cognitive belief variables were added in the second 
model, this model explained significantly more variance than the original model 
(which included just the childhood factors), χ
2
(2, N=185) = 42.20, p<.001, Nagalkerke 
R
2
 change = .25. This new model (childhood factor and cognitive belief variables 
combined) was significantly better at predicting BPD group membership than the null 
model, χ
2
(7, N=185) = 67.16, p<.01, Nagalkerke R
2
 = .43 and was an acceptable fit to 
the data as indicated by a non-significant Hosmer and Lemeshow test, χ
2
(8) = 2.13, 
p>.05. Finally, this new model correctly classified 80.5% or participants with 92% of 
the low BPD group correctly classified and 56.7% of the high BPD group correctly 
classified. Hence, as before this new model was better at classifying low BPD 
participants compared to high BPD participants. 
Turning to results of the individual predictors, as can be seen from Table 20 
abusive family environment and CSA were the only significant predictors of BPD 
group status in the first step. Of these two variables, CSA was the most powerful as 
evidenced by a higher Wald’s statistic (see Table 20). According to the odds ratio, 
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participants reporting CSA were 4.27 times more likely to report higher BPD 
symptoms than participants reporting no CSA. When taking the 95% confidence 
interval into account those reporting CSA were 1.20 to 15.22 times more likely to 
report higher BPD symptoms than those not reporting CSA. However, as can be seen 
from Table 20, when the two cognitive belief variables (i.e., the proposed mediators) 
were added to the model, abusive family environment and CSA did not significantly 
predict BPD status. In fact, only disconnection/rejection beliefs and powerlessness 
beliefs significantly predicted BPD status with those reporting higher 
disconnection/rejection and powerlessness beliefs being significantly more likely to 
report high BPD symptoms. Of these two variables, powerlessness beliefs were more 
powerful a predictor of BPD symptoms than disconnection/rejection beliefs as 
indicated by its higher Wald’s statistic. 
Hence, according to results of these LRs, the two cognitive variables fully 
mediated the relationship between each of abusive family environment and 
dichotomous BPD and CSA and dichotomous BPD. Further to this, CSA was 
significantly related to both disconnection/rejection beliefs and powerlessness beliefs 
while abusive family environment was significantly related to disconnection/rejection 
beliefs only. Figure 1 below summarizes the results of the LRs with arrows indicating 
statistically significant unique associations according to results of the LRs. 
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Figure 1 – Summary of Results of Logistic Regression Analyses 
 
 
 As can be seen from figure 1 abusive family environment significantly 
predicted disconnection/rejection beliefs which, in turn, significantly predicted 
borderline personality disorder status. Similarly, CSA was found to significantly 
predict both disconnection/rejection and powerlessness beliefs which both, in turn, 
significantly predicted BPD status. 
9.5.2 Specificity of Cognitive Mediation Hypothesis to Borderline Personality 
Disorder Symptoms 
 To test the specificity of results to BPD symptoms, another series of LRs were 
performed as above this time with non-BPD axis II symptoms (which was the sum of 
all other PD scores on the PDQ-4+ excluding BPD; see section 9.1 p. 168 for a 
description of the construction of this variable) as the dependent variable. Hence, the 
first step was to establish whether childhood factors significantly predicted non-BPD 
axis II symptoms (as they did for BPD symptoms in the above analyses). Prior to 
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performing this step, non-BPD axis II symptoms was dichotomized using a median 
split (Md = 16). This procedure classified 94 participants (50.8%) as low non-BPD 
axis II symptoms and 91 participants (40.2%) as high non-BPD axis II symptoms. 
 Results of a LR found that childhood factors (i.e., abusive family environment, 
controlling family environment, physical abuse, physical neglect, & sexual abuse) 
significantly predicted the dichotomized BPD variable, χ
2
(5, N=185) = 67.16, p<.001, 
Nagalkerke R
2
 = .23. Further to this, the LR successfully classified 67% of 
participants, 71.6% of the low non-BPD axis II symptoms group and 62.9% of the 
high non-BPD axis II symptoms group. Examination of the individual predictors 
revealed that CSA was the only variable uniquely predicting non-BPD axis II 
symptoms status, B=2.22, Wald’s statistic = 4.23, p=.04, Odds Ratio = 9.20. Hence, 
participants reporting CSA were 9.2 times more likely to report higher non-BPD axis 
II symptoms than were participants reporting no CSA. 
 However, the addition of the cognitive schema variables added significantly 
more to the prediction of non-BPD axis II symptoms status, χ
2
(2, N=185) = 55.05, 
p<.001, change in Nagalkerke R
2
 = .29, with the overall model being significantly 
different from the null model, χ
2
(7, N=185) = 90.40, p<.001, Nagalkerke R
2
 = .52. 
This model correctly classified 65.9% of participants with 81.9% of low non-BPD 
axis II symptoms participants correctly classified and 49.5% of high non-BPD axis II 
symptoms participants correctly classified. Examination of the individual predictors 
revealed a non-significant effect for CSA while disconnection/rejection beliefs, 
B=0.64, Wald’s statistic = 4.10, p=.04, Odds Ratio = 1.90, and powerlessness beliefs, 
B=1.30, Wald’s statistic = 19.50, p<.001, Odds Ratio = 3.66, made unique significant 
contributions to non-BPD axis II symptoms status. Higher endorsement of 
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disconnection/rejection and powerlessness beliefs were significantly related to a 
higher likelihood of being classified in the high non-BPD axis II symptoms group. 
 Hence, results of this LR revealed that only CSA made a unique, statistically 
significant contribution to non-BPD axis II symptoms status and that this relationship 
became non-significant when controlling for the cognitive variables of 
disconnection/rejection and powerlessness beliefs. Hence, as in the BPD LR analyses, 
the relationship between CSA and non-BPD axis II symptoms was mediated by 
disconnection/rejection and powerlessness beliefs. 
 As a final test of the specificity of the cognitive mediation hypothesis for 
BPD, two separate hierarchical LRs were performed with childhood factors (i.e., 
abusive family environment, controlling family environment, CPA, CPN, & CSA) 
entered in the first step and the cognitive variables entered in the second step. In the 
first LR, PCA-derived substance abuse was dichotomized using a median split 
procedure with 92 participants (49.7%) classified in the low substance abuse group 
and 93 participants (50.3%) were classified in the high substance abuse group. For the 
second LR the PCA-derived depression and anxiety factor was dichotomized using a 
median split procedure. Ninety-two participants (49.7%) were classified in the low 
depression and anxiety group and 93 participants (50.3%) were classified in the high 
depression and anxiety group. 
 Results of the first hierarchical LR with dichotomized substance abuse as the 
dependent variable revealed a non-significant chi-square, χ
2
(5, N=185) = 3.51, p=.62, 
thus suggesting that childhood factors did not increase the prediction of substance 
abuse above that of the null model. Hence, given this non-significant result, it was 
concluded that childhood factors were not significantly related substance abuse status. 
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Because of this, the cognitive variables were not added to test the mediation 
hypothesis as there was no relationship to mediate. 
 However, results of the second hierarchical LR with dichotomized depression 
anxiety as the dependent variable revealed that collectively the childhood factors 
significantly improved the prediction of depression and anxiety above the null model, 
χ
2
(5, N=185) = 27.69, p<.001, Nagalkerke R
2
 = .19. This model correctly classified 
54.8% of high depression and anxiety participants and 76.1% of low depression and 
anxiety participants for an overall success rate of 65.4%. Examination of the 
individual predictors revealed that abusive family environment was the only variable 
that made a unique statistically significant contribution to the prediction of depression 
and anxiety status, B=0.55, Wald’s statistic = 6.69, p=.01, Odds Ratio = 1.74.  
 However, when the cognitive variables (disconnection/rejection and 
powerlessness beliefs) were added to the model, abusive family environment no 
longer made a statistically significant contribution to the prediction of depression and 
anxiety status, B=0.34, Wald’s statistic = 1.55, p=.21, Odds Ratio = 1.40. Hence, 
disconnection/rejection and powerlessness beliefs mediated the relationship between 
abusive family environment and depression and anxiety symptoms. The addition of 
disconnection/rejection and powerlessness beliefs significantly improved the 
prediction of the depression and anxiety status variable when compared to the model 
with just the childhood factors included, χ
2
(2, N=185) = 47.11, p<.001, change in 
Nagalkerke R
2
 = .25. Overall, this model was significantly better than the null model 
in predicting depression and anxiety symptoms group, χ
2
(5, N=185) = 74.79, p<.001, 
Nagalkerke R
2
 = .44, and correctly classified 77.8% of participants; 81.5% of the low 
depression and anxiety group and 74.2% of the high depression and anxiety group. 
The only significant predictor in this model was powerlessness beliefs, B=1.13, 
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Wald’s statistic = 17.64, p<.001, Odds Ratio = 3.08 with higher endorsements of these 
beliefs associated with a higher probability of being classified as high in depression 
and anxiety symptoms. However, it must be noted that the disconnection/rejection 
beliefs variable approached significance, B=0.56, Wald’s statistic = 3.45, p=.06, Odds 
Ratio = 1.75. 
 9.5.3 Testing the Interaction Between Childhood Family Environment and 
Childhood Maltreatment 
 To assess the relationship between childhood family environment and 
childhood maltreatment in their relationship with BPD symptoms, a hierarchical LR 
was performed with the two childhood family factors obtained from the earlier PCA 
(i.e., family disharmony & controlling family environment) in the first step and 
adding the dichotomous variables of CPA, CSA, and CPN as well as the continuous 
variables of CTQ-CEA and CTQ-CEN in the second step. The dichotomized PDQ4+-
BPD variable was the dependent variable. Results of this hierarchical LR are shown in 
table 21. 
 Results revealed that when the family functioning factors were entered, 
together they were significantly better at predicting dichotomous PDQ4+-BPD scores 
than the null model, χ
2
(2, N=185) = 14.59, p=.001, Nagalkerke R
2
 = .11. This model 
had an overall success rate of 66.5% with 90.4% of low PDQ4+-BPD scorers 
correctly classified and 16.7% of high PDQ4+-BPD scorers correctly classified. 
Hence, this model was much better at predicting low PDQ4+-BPD scorers than high 
PDQ4+-BPD scorers. Individually, however, family disharmony was the only variable 
that was significantly associated with dichotomous PDQ4+-BPD scores (see Table 
21). 
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Table 21 
Logistic Regression Results for Investigation of Interaction Between Childhood Maltreatment and 
Childhood Family Environment 
Note: *Dichotomous Variable 
 
 
However, when the four childhood maltreatment variables were added to the 
model, they were significantly better at predicting dichotomous PDQ4+-BPD scores 
than the two family factor variables, χ
2
(5, N=185) = 14.75, p=.01, change in 
Nagalkerke R
2
 = .10. Overall, this model was significantly better at classifying 
PDQ4+-BPD scorers than the null model (χ
2
(7, N=185) = 29.33, p<.001, Nagalkerke 
Model Predictor B Wald p Odds 
Ratio 
95% Confidence 
Interval of Odds 
Ratio 
      Lower 
Bound 
Higher 
Bound 
1 Family Disharmony 0.43 4.95 .03 1.53 1.05 2.24 
 Controlling Family 
Environment 
0.28 2.06 .15 1.32 0.90 1.92 
        
2 Family Disharmony -0.05 0.02 .88 0.95 0.49 1.84 
 Controlling Family 
Environment 
0.16 0.51 .48 1.17 0.76 1.79 
 Childhood Physical 
Neglect* 
0.73 1.04 .31 2.07 0.51 8.37 
 Childhood Sexual 
Abuse* 
1.40 4.42 .04 4.07 1.10 15.04 
 Childhood Physical 
Abuse* 
-0.66 1.33 .25 0.52 0.17 1.59 
 Emotional Abuse 3.23 5.49 .02 25.29 1.70 377.18 
 Emotional Neglect 0.26 0.03 .87 1.30 0.06 30.70 
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R
2
 = .21) and this model had an overall success rate of 74.6%. As in the previous 
model, this model seemed to be more accurate at classifying low PDQ4+-BPD scorers 
(94.4% correctly classified) than high PDQ4+-BPD scorers (33.3%). 
 Turning to the individual predictors, when the childhood maltreatment 
variables were added to the LR, the previous significant association between family 
disharmony and dichotomous PDQ4+-BPD became non-significant (see Table 21). 
However, as can be seen from table 21, CTQ-CEA and CTQ-CSA were significantly 
associated with PDQ4+-BPD dichotomous scores with emotional abuse being most 
strongly related (as evidenced by a higher Wald’s statistic; see Table 21). 
Investigation of the Odds Ratio for CTQ-CSA status revealed that participants 
reporting CSA were 4.07 times more likely to be classified in the high PDQ4+-BPD 
group than participants reporting no CSA. Hence, CTQ-CEA and CTQ-CSA (both 
childhood maltreatment measures) explained significantly more variance in PDQ4+-
BPD dichotomous scores over and above that of other childhood maltreatment factors 
and family functioning factors. 
9.5.4 Summary of Logistic Regression Results 
 Overall, results of the LR results revealed that BPD symptoms were 
significantly predicted by abusive family environment and CSA and that 
disconnection/rejection and powerlessness beliefs significantly mediated this 
relationship. However, as can be seen from figure 1, which summarizes the LR results 
with BPD as the dependent variable, abusive family environment significantly 
predicted only disconnection/rejection beliefs not powerlessness beliefs while CSA 
significantly predicted both disconnection/rejection beliefs and powerlessness beliefs. 
Both these schema variables were found to significantly predict BPD symptoms. 
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However, when non-BPD axis II symptoms was predicted from LRs CSA was 
also found to significantly predict non-BPD axis II symptoms and powerlessness and 
disconnection/rejection beliefs were discovered to mediate this relationship. However, 
abusive family environment did not significantly predict non-BPD axis II symptoms. 
 Childhood factors did not significantly predict substance abuse but they did 
significantly predict depression and anxiety symptoms. Abusive family environment 
(but not CSA) was found to significantly predict depression and anxiety symptoms 
but this relationship became non-significant when cognitive variables were controlled. 
Hence, the cognitive variables mediated the relationship between abusive family 
environment and depression and anxiety symptoms. However, it must be noted that 
disconnection/rejection beliefs did not significantly predict depression and anxiety 
symptoms.  
 Finally, results of the LR testing the interaction between abusive family 
environment and childhood maltreatment in their relationship with dichotomized 
PDQ4+-BPD revealed that childhood maltreatment factors explained significantly 
more variance in PDQ4+-BPD dichotomous scores over and above that of family 
functioning factors. Hence, childhood maltreatment factors seemed to have a unique 
association with PDQ4+-BPD dichotomous scores when statistically controlling for 
family functioning factors. 
9.6 Alternative Statistical Tests for Examining the Interaction Between 
Childhood Maltreatment and Childhood Family Functioning 
As an alternative to LR for testing the interaction between childhood family 
functioning factors and childhood maltreatment factors, an ANCOVA was conducted 
with reported CSA (report vs not report) as the independent variable, PDQ4+-BPD 
continuous (transformed) scores as the dependent variable, and family disharmony 
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and controlling family environment as covariates. Earlier, an ANOVA revealed that 
individuals reporting CSA obtained significantly higher PDQ4+-BPD continuous 
scores than those not reporting CSA (see section 9.2 p. 173). Hence, the relationship 
was retested while statistically controlling for the childhood family functioning 
factors of family disharmony and controlling family environment. Results of the 
ANCOVA revealed that PDQ4+-BPD scores did not significantly differ between 
those reporting and those not reporting CSA although the results did approach 
significance, F(1, 183)=2.78, p=.10, ηp
2
=0.02 with those reporting CSA obtaining 
higher adjusted PDQ4+-BPD means than those not reporting CSA. 
 Similarly, those reporting CPN were found to obtain significantly higher 
PDQ4+-BPD scores than those not reporting CPN (see section 9.2 p. 173), Hence, this 
relationship was re-examined with an ANCOVA with CPN (reported vs. not reported) 
as the independent variable, PDQ4+-BPD scores as the dependent variable, and both 
family disharmony and controlling family environment as the covariates. Results of 
the ANCOVA revealed that those reporting CPN did not significantly differ in 
PDQ4+-BPD scores to those who did not report CPN when family disharmony and 
controlling family environment were statistically controlled, F(1, 181)=0.44, p=.51. 
 Finally, the relationship between CTQ-CEA and CTQ-CEN was re-examined 
when statistically controlling for family disharmony and controlling family 
environment. Earlier in section 9.2.1 (Table 11), zero-order correlations revealed 
significant correlations between CTQ-CEA and PDQ4+-BPD and between CTQ-CEN 
and PDQ4+-BPD (see Table 11). Hence, partial correlations were performed while 
statistically controlling for family disharmony and controlling family environment to 
assess if these relationships were still significant after statistically controlling for these 
childhood family factors. Results of the partial correlations revealed a positive and 
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significant association between CTQ-CEA and PDQ4+-BPD scores, rp=.15, p=.05. 
However, the partial correlation coefficient for CTQ-CEN and PDQ4+-BPD was non-
significant, rp=.001, p=.99. 
 Hence, to summarize the relationship between CTQ-CSA and PDQ4+-BPD 
and between CTQ-CEA and PDQ4+-BPD seemed to be only marginally effected by 
childhood family functioning factors. That is, those reporting CSA still obtained 
higher PDQ4+-BPD scores than those not reporting PDQ4+-BPD and this difference 
approached significance. Similarly, a significant positive partial correlation was still 
evident (though reduced) between CTQ-CEA and PDQ4+-BPD after statistically 
controlling for childhood family functioning.  
9.7 Path Analyses 
 9.7.1 A Test of The Cognitive Mediation Hypothesis Via Path Analysis 
 As an alternative to LR, a path analysis were conducted with the two PCA-
reduced childhood factors of abusive family environment and controlling family 
environment as well as the dichotomized variables of CPN, CSA, and CPA (as in the 
LR analyses). Also, as in the LR analyses, the PCA-reduced cognitive factors of 
disconnection/rejection beliefs and powerlessness beliefs were used in the path 
analysis. However, unlike the LR analyses, the transformed dimensional PDQ4+-BPD 
measure (a metric measure) was used as the measure of borderline symptoms.  
 Prior to the reporting of the path analysis results it must be noted that path 
analysis assumes both univariate and multivariate normality of the variables used in 
the analysis (Hair et al., 1998). However, it must be noted that the dichotomous 
variables of CPA, CSA, and CPN as well as the metric variable of 
disconnection/rejection beliefs violated the univariate normality assumption and a test 
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for the multivariate normality assumption was also violated. Violation of the 
univariate and multivariate normality assumption has been shown to inflate overall 
goodness of fit statistics and to underestimate parameter standard errors (Tomarken & 
Waller, 2005). In practice this means that under multivariate non-normality 
conditions, one is less likely to find a statistically non-significant goodness of fit 
statistic (when one may exist) hence rejecting a correct model. Hence, given the 
significant departure from normality the Bollen-Stine bootstrap procedure was 
employed as this procedure has been shown to provide more accurate goodness of fit 
results for models in which the normality assumptions are severely violated (Nevitt & 
Hancock, 2001; Tomarken & Waller, 2005). 
 Finally, sample size is another issue to consider in path analysis. Some 
researchers propose sample sizes of between 100 and 200 are appropriate or at least 
five cases per estimated parameter (e.g., Hair et al., 1998). For the current study, the 
model required 25 parameter estimates thus requiring a minimum sample size of 125. 
Since the current study’s sample size was over this amount (N=185) based on this 
criteria the sample size was sufficient. However, others have proposed that for 
optimal generalizability, 10 to 20 cases should be present for each estimated 
parameter (Kline, 1998). Using this criteria a sample size between 250 to 375 would 
have been optimal. Hence, while the minimum criteria for sample size was met in the 
current study it must be noted that the sample size may not have been optimal for 
testing the proposed model.  
 Nevertheless, the path analysis was conducted with AMOS 5.0 (Arbuckle, 
2003) and bootstrapping with 2000 samples was performed to estimate not only the 
overall goodness of fit statistic but also for the estimation of parameters in the model. 
Bootstrapping is a viable alternative which bypasses the normality assumption 
  
207
because test statistics from this method are based on an empirical distribution 
obtained from the original sample data rather than relying on an apriori normal 
distribution (Nevitt & Hancock, 2001). However, it must be noted that parameter 
estimates were almost identical whether using the standard maximum likelihood 
approach (which assumes normality) or the bootstrapping approach. Results of the 
path analysis are depicted in figure 2.  
The first step in evaluating a path model is to assess the overall fit of the 
proposed model to the observed data (Hair et al., 1998). A number of fit indices have 
been developed for use with path analyses with the most common statistic being the 
goodness of fit, χ
2
 statistic (Hair et al., 1998; Weston & Gore, 2006). This statistic 
indicates how well the data fits the proposed model and tests the null hypothesis that 
the proposed model is significantly different from the observed data. A non-
significant χ
2
 statistic thus indicates acceptable model fit. Other fit indices have been 
proposed with the most common being the ratio of χ
2
 to df, adjusted goodness of fit 
index (AGFI), goodness of fit index (GFI), comparative fit index (CFI), the root mean 
square of approximation (RMSEA), and the standardized RMR (SRMR). For a model 
to be a good fit to the data, the ratio of χ
2
 to df should fall between one and two or 
below two (Hair et al., 1998), the AGFI should be above .90 (Hair et al., 1998), the 
GFI above .95 (Hair et al., 1998), CFI should be at least above .90 but ideally .95 or 
above (Weston & Gore, 2006), RMSEA should be at least .10 or below but ideally 
should be .06 or below (Weston & Gore, 1998), and SRMR should be .10 or below 
but ideally .08 or below (Weston & Gore, 1998). 
 Figure 2 (in which all standardized regression coefficients are significant) 
shows the path analysis results of the cognitive mediation hypothesis with PDQ4+-
BPD as the measure of BPD symptoms. It must be noted that the figures beside the 
  
208
arrowed lines in the figure depict the standardized regression coefficients which were 
all significant. The Bollen-Stine Bootstrap procedure (utilizing 2000 samples) 
revealed a non-significant result thus indicating good model fit, Mean Bollen-Stine 
χ
2
(11, N=185) = 13.826, p=.28. Other fit indices supported the χ
2
 goodness of fit 
statistic (χ
2
/df = 1.51; GFI = .98; AGFI = .93; CFI = .99; RMSEA = .05, & SRMR = 
.05) with all being above their specified cut off scores. Hence, the model was a good 
fit to the data. 
 Turning to individual parameter estimates, Figure 2 shows that both abusive 
family environment and CSA significantly predicted both disconnection/rejection 
beliefs and powerlessness beliefs which, in turn, significantly predicted PDQ4+-BPD 
scores. It must also be noted that figure 2 does not depict the correlations between all 
childhood factors but each of these correlations were modelled and shown to be 
statistically significant. These correlations were omitted in order to enhance the 
readability of the model. As can be seen from figure 2, abusive family environment 
was the strongest predictor of both disconnection/rejection beliefs and powerlessness 
beliefs (as indicated by higher standardized regression weights; see figure 2). 
However, abusive family environment and CSA were stronger predictors of 
disconnection/rejection beliefs than of powerlessness beliefs. Because of this, the 
model was much better at explaining variance in disconnection rejection beliefs 
(explaining 35% as indicated by the squared multiple correlation; see figure 2) than 
powerlessness beliefs (explaining 9% as indicated by the squared multiple correlation; 
see figure 2). Furthermore, disconnection/rejection and powerlessness beliefs equally 
predicted PDQ4+-BPD scores with 29% (as indicated by the squared multiple 
correlation) of the variance in PDQ4+-BPD scores being accounted for by the model. 
Finally, examination of the total standardized effects revealed that CSA explained 
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11% of the variance in PDQ4+-BPD through its mediating effects while abusive 
family environment explained 21% of the variance in BPD through its mediating 
effects. 
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Figure 2 – Path Analysis Results for Cognitive Mediation Hypothesis (*SMC = Squared Multiple Correlation) 
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 9.6.2 A Test of The Specificity of the Cognitive Mediation Hypothesis for 
Borderline Personality Disorder Symptoms Via Path Analysis 
Another path analysis was conducted in order to test the specificity of the 
cognitive mediation hypothesis. In this analysis, again childhood factors (more 
specifically abusive family environment & CSA) were modelled to predict cognitive 
factors (i.e., disconnection/rejection beliefs & powerlessness beliefs) which, in turn, 
were modelled to predict dimensional PDQ4+-BPD scores. However, in this analysis, 
the PCA-reduced factor scores for depression/anxiety, substance abuse, cluster A PDs, 
non-borderline Cluster B PDs, and cluster C PDs were specifically modelled into the 
analysis as well and were allowed to covary with each other and with PDQ4+-BPD 
scores. It must be noted that again the assumption of multivariate and univariate 
normality was violated in this analysis so again bootstrapping was performed to 
circumvent the violation of this assumption. However, it must also be noted that the 
final path model estimated 42 parameters. Using the criteria proposed earlier, a 
minimum sample size of 210 was required for this analysis and an optimal sample 
size of between 420 and 840. Hence, given that the current sample size falls well 
below these numbers, results of the path analysis should be interpreted with extreme 
caution. 
Nevertheless AMOS 5.0 (Arbuckle, 2003) was used to conduct the path 
analysis and figure 3 shows the standardized regression coefficients for part of the 
model. It must be noted that in order to enhance readability of the model, the full 
model is not shown and that all standardized regression coefficients were significant. 
More specifically, the childhood factor variables are not depicted as this part of the 
model replicates the previous model shown in figure 2. Hence, only the cognitive 
factors (i.e., disconnection/rejection beliefs & powerlessness beliefs) and the clinical 
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factors (i.e., PDQ4+-BPD, cluster A, non-BPD cluster B, cluster C, & 
depression/anxiety symptoms) are shown in figure 3. Finally, it must be noted that the 
substance abuse factor was dropped from the analysis as while it showed a significant 
zero-order correlation with PDQ4+-BPD scores (see Table 18, p. 156), its squared 
multiple correlation in the path analysis was only .03 and it was unrelated to other 
variables within the model. The Bollen-Stine Bootstrap procedure (utilizing 2000 
samples) revealed a non-significant result thus indicating good model fit, Mean 
Bollen-Stine χ
2
(11, N=185) = 40.51, p=.71. Other fit indices supported the χ
2
 
goodness of fit statistic (χ
2
/df = 0.94; GFI = .97; AGFI = .94; CFI = >.99; RMSEA = 
>.00, & SRMR = .04) with all being above their specified cut off scores. Hence, the 
model was a good fit to the data. 
As can be seen from figure 3, the disconnection/rejection beliefs significantly 
predicted not only PDQ4+-BPD scores but also cluster A PD symptoms, cluster C PD 
symptoms and depression and anxiety symptoms. Investigation of the standardized 
regression weights depicted in figure 3 revealed that disconnection/rejection beliefs 
were most strongly related to cluster A PD symptoms, then PDQ4+-BPD scores 
followed by cluster C and depression and anxiety symptoms, which had the same 
standardized regression weights. Alternatively, powerlessness beliefs predicted 
depression and anxiety symptoms most strongly followed by cluster C PD symptoms, 
then cluster B (non-BPD symptoms) and had the weakest association with PDQ4+-
BPD. However, while the cognitive factors were significantly related to other clinical 
constructs besides PDQ4+-BPD, the cognitive factors still significantly predicted 
PDQ4+-BPD scores. 
 It must also be noted that the CPA (standardized regression weight = .16) and 
CPN (standardized regression weight = .17) significantly predicted cluster A PD 
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symptoms and controlling family environment significantly predicted depression and 
anxiety symptoms (standardized regression weight = .12). That is these childhood 
factors significantly predicted their respective clinical constructs without being 
mediated by the cognitive factors in the model. Furthermore, the model also included 
significant correlations between PDQ4+-BPD and each of cluster A PD symptoms, 
cluster C PD symptoms, non-BPD cluster B PD symptoms, and depression/anxiety 
symptoms. 
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Figure 3 – Path Model Including Borderline Personality Disorder Symptoms and Other Axis I and Axis II Symptoms 
*SMC = Squared Multiple Correlation
Disconnection/Rejection 
Beliefs (SMC* = .35) 
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 9.6.3 Summary of Path Analysis Results 
 In summary, path analysis results revealed that cognitive factors (i.e., 
disconnection/rejection beliefs & powerlessness beliefs) significantly mediated the 
relationship between childhood factors (more specifically CSA & abusive family 
environment) and PDQ4+-BPD scores. This mediation was still significant after other 
clinical constructs (i.e., cluster A PD symptoms, non-BPD cluster B PD symptoms, 
cluster C PD symptoms, & depression/anxiety symptoms) were included in the model 
but cognitive mediation was also found for these other clinical constructs. It was also 
interesting to note that CPA and CPN significantly predicted cluster A PD symptoms 
while controlling family environment significantly predicted depression/anxiety 
symptoms.  
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9.7 Power Analyses 
As a final step, post hoc statistical power analyses were performed for each of 
the statistical tests performed in the current study. Generally a power of 80% or above 
is considered adequate for detecting a given effect size (J. Cohen, 1988). For the 
ANOVAs performed with the demographic variables, varying results were evident 
according to results of statistical power analyses using the G*POWER (Buchner et al., 
2001) program. For gender differences, there was a 24% chance of detecting small 
effect sizes, an 88% chance for detecting medium effect sizes, and over a 99.99% 
chance of detecting large effect sizes. In terms of student status, while a 91% and over 
99.90% chance of detecting moderate and large effect sizes were found, there was 
only a 26% chance of detecting small effect sizes. Similarly, for previous 
psychological treatment status, there was an 85.5% chance of detecting moderate 
effect sizes and a 99.80% chance of detecting large effect sizes. However, there was 
only a 22.70% chance of detecting small effect sizes. Hence, for all these variables 
power analyses revealed sufficient power to detect moderate or large effect sizes but 
insufficient power to detect small effect sizes. G*POWER (Buchner et al., 2001) 
statistical power analyses also revealed, for the employment status analyses a 17.9% 
chance of detecting small effect sizes, 73.5% for detecting moderate effect sizes, and 
a 98.5% chance of detecting large effect sizes. Similarly, for the previous medication 
variable, there was a 15.6% chance of detecting a small effect size, 65.2% for 
detecting a moderate effect size and a 96.4% chance of detecting a large effect size. 
Hence, for the employment status and medication status variables, power analyses 
revealed sufficient power to detect only large effect sizes. Finally, the hospitalization 
variable revealed a 7.7% chance of detecting small effect sizes, 22.4% for detecting 
moderate effect sizes, and a 48.3% chance of detecting large effect sizes. Hence, it 
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seems that analyses involving the hospitalization variable were not sufficiently 
powerful to detect even large effect sizes. Consequently, results of these analyses 
should be interpreted with caution. However, it must also be noted that quite a number 
of variables were significantly different between these groups thus suggesting very 
strong differences.   
Using Tables provided in J. Cohen (1988), results of power analyses for the 
correlational analyses revealed that they had approximately an 86% chance of 
detecting rs of .20, and a 99% chance of detecting rs of .30 (moderate effect size) or 
higher. However, with this sample size, there was only a 38% chance of detecting 
weak relationships (r = .10). Hence, given that non-significant correlations with the 
PDQ4+-BPD were found for CTQ-CPA (Spearman’s), CTQ-CSA (Spearman’s), PBI-
FathCon, FFS-Demo, and FFS-AuthPar, based on these power analyses it is quite safe 
to suggest that moderate or strong relationships do not exist between these variables 
and PDQ4+-BPD. However, given the small percentage that small effect sizes would 
be detected in the current study, one cannot ascertain if a weak relationship exists 
between these variables and PDQ4+-BPD. Hence, if a relationship exists between 
these variables and PDQ4+-BPD, it is highly likely that the relationship is only weak. 
Again the G*POWER (Buchner et al., 2001) program was used to conduct 
power analyses for the categorical measurement of CTQ-CPA since PDQ4+-BPD 
scores did not differ significantly for these groups. Results of these analyses revealed 
a 16.6% chance of detecting small effect sizes, a 69.1% chance of detecting moderate 
effect sizes, and an acceptable 97.6% chance of detecting large effect sizes. Hence, 
given the non-significant difference obtained in the current study and the power 
analysis findings that the analysis was only powerful enough to detect large effect 
sizes one can safely conclude that large differences in PDQ4+-BPD scores probably 
  
218
do not exist between those reporting CPA and those not reporting CPA. However, 
moderate or small effect size differences may be evident and cannot be totally ruled 
out based on these analyses. 
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CHAPTER 10: GENERAL DISCUSSION 
The main aim of the current study was to examine the mediating effects of 
EMSs on the relationship between childhood family environment, childhood 
maltreatment, and adult BPD symptomatology. However, prior to discussing this 
aspect of the study, a number of other relationships were investigated, leading up to 
an examination of the cognitive mediation hypothesis. 
10.1 Axis I Comorbidity and Borderline Personality Disorder Symptoms 
 
First, results of the current study largely supported the hypothesis that BPD 
symptomatology would be significantly related to selected axis I and axis II 
conditions. More specifically, correlational analyses revealed a weak positive 
relationship between the PDQ4+-BPD and (in order of increasing magnitude) 
AUDIT, DAST-10, and EAT-26 scores. Hence, these results suggest that individuals 
reporting more BPD symptoms tend to report elevated substance use and eating 
disorder symptoms. Further support for the relationship between BPD and drug abuse 
was found when DAST-10 was measured as a categorical variable. Results showed 
individuals reporting high drug use (operationalized as scores of three and above on 
DAST-10) were found to obtain significantly higher mean PDQ4+ BPD scores than 
individuals reporting none or little recent drug use (operationalized as scores less than 
three). Hence, these results suggest that individuals with higher drug use levels report 
more BPD symptomatology than individuals with lower (or no) drug use levels. 
Moreover, moderate strength positive correlations were found between the PDQ4+-
BPD and (in order of magnitude) BAI and PCL-C scores thus suggesting that 
individuals reporting more BPD symptoms tend to report more anxiety and PTSD 
symptoms. Finally, the PDQ4+-BPD was found to have a large positive relationship 
with BDI-II scores thus showing that self-reports of increasing BPD symptomatology 
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are related to increasing reports of depressive symptomatology. Hence, collectively, 
these results show that self-reported BPD pathology is significantly associated with 
alcohol use disorder (AUD) symptomatology, drug use disorder (DUD) symptoms, 
eating disorder symptoms, general anxiety symptomatology, PTSD symptoms, and 
depressive symptomatology.  
These findings are generally consistent with the clinical literature showing 
marked comorbidity between BPD and axis I clinical conditions, particularly 
depression (e.g., APA, 2000; Conklin & Westen, 2005; McGlashan et al., 2000; 
Oldham et al., 1995; Rinne et al., 2000; Widiger & Trull, 1993; Zanarini et al., 1998b; 
Zanarini , Frankenburg, Hennen, Reich, & Silk, 2004; Zimmerman & Mattia, 1999). 
However, the strength of relationships tends to be slightly different in the current 
study when compared to clinical studies examining the comorbidity between BPD and 
axis I conditions. For example, while the current study found only a weak relationship 
between AUDs and BPD pathology, a recent review suggests that 49% of individuals 
with an AUD meet the criteria for BPD while approximately 38% of individuals with 
a DUD meet the criteria for BPD (Trull et al., 2000). These results suggest that at least 
a moderate strength relationship should exist between BPD symptoms and each of 
AUD symptoms and DUD symptoms. 
This may have been due to the questionable psychometric properties of the 
AUDIT and DAST-10 in the current sample. As noted (in Chapter 8), problematic 
results were obtained for the AUDIT and DAST-10 when examining their relationship 
with demographic results with each showing no significant relationship with previous 
psychological treatment status or medication usage. Participants who reported 
previous psychiatric hospitalizations were found to score significantly lower on these 
scales (i.e., AUDIT & DAST-10) when compared to participants reporting no 
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previous hospitalization (though the sample size was very small). These scales may 
not have been measuring problematic or hazardous consumption of substances which 
may help explain the attenuated relationship found in the current study. However, 
caution must be exercised in this finding because power analyses revealed insufficient 
power in this test to detect even large effect sizes. 
Alternatively, the weak relationship may have also been due to difficulty in 
assessing impulsivity in BPD. For example, Cassilas and Clark (2002) found that the 
personality trait of impulsivity substantially reduced the relationship between BPD 
and SUDs thus implying that shared impulsivity may be partly responsible for the 
high comorbidity between BPD and SUDs. If the PDQ4+-BPD was lacking in its 
measurement of impulsivity, this may also help explain the attenuated relationship 
between BPD and SUDs found in the current study. Finally, the current study 
assumed a dimensional approach to the understanding of psychopathology whereas 
the clinical literature, when looking at the relationship between disorders, tends to 
assume a categorical approach (see section 1.6 for discussion on categorical versus 
dimensional classification). These differing approaches may result in different 
strength relationships; for example, when examining the percentage comorbidity 
between psychiatric disorders only individuals with either disorder are considered. 
Individuals with sub-clinical manifestations of the disorder are thus excluded from 
these analyses. However, in the current study all individuals where considered 
because a dimensional approach was taken as opposed to a categorical approach. 
Hence, the current study’s differing results may be due to alternative 
conceptualizations of psychopathology. On the other hand, in their non-clinical 
sample, Lenzenweger at al. (2004) found that diagnoses of alcohol and drug abuse and 
bulimia were not significantly different between individuals meeting the diagnostic 
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criteria for a PD when compared to those not meeting the diagnostic criteria for a PD. 
This finding taken together with the weak relationships found in the current study may 
suggest a weaker relationship between BPD symptomatology and SUD 
symptomatology in non-clinical samples. 
Turning to results of other axis I conditions examined in the current study, the 
strong relationship found between the PDQ4+-BPD and the BDI-II was suggestive of 
a large relationship between BPD symptoms and depressive symptoms. That is 
individuals reporting more symptoms of BPD were more likely to report more 
depressive symptoms. This is consistent with the literature showing a strong 
relationship between BPD pathology and mood disorders, with over 90% of 
individuals with a BPD diagnosis also meeting the diagnostic criteria for a mood 
disorder (Conklin & Westen, 2005; Zanarini et al., 1998b). Depression has been found 
to be the most common of the mood disorders with prevalence rates varying from 
60% to 75% (Conklin & Westen, 2005; Zanarini et al., 1998b). Hence, the strong 
relationship found between BPD symptoms and depression in the current study is 
consistent with this literature. 
Anxiety and PTSD symptoms (as measured by the BAI and PCL-C, 
respectively) showed a moderate strength relationship with BPD symptoms (as 
measured by PDQ4+). This moderate strength relationship is consistent with the 
literature which shows comorbidity rates around 30% to 50% for PTSD (Conklin & 
Westen, 2005; McGlashan et al., 2000; Zanarini et al., 1998b)  and comorbidity rates 
around 25% to 30% for panic-type symptoms (which the BAI is designed to measure; 
Conklin & Westen, 2005; McGlashan et al., 2000; Zanarini et al., 1998b). Taken 
together, these results suggest that anxiety and PTSD symptoms are moderately 
related to BPD symptoms. 
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Finally, the weak relationship found between the EAT-26 and PDQ4+-BPD, 
suggestive of a small relationship between eating pathology and BPD, is consistent 
with the literature showing approximately a 30% to 33% comorbidity rate between 
BPD and eating disorders (Conklin & Westen, 2005; Marino & Zanarini, 2001; 
Moriya et al., 1993; Zanarini, Frankenburg, Hennen et al., 2004). 
Hence, results were largely consistent with the hypothesis that BPD 
symptomatology would be related to depressive, PTSD, anxiety, eating and SUDs 
symptoms. However, the magnitude of the relationship between BPD and SUDs 
found in the current study (which used a predominantly non-clinical sample) was 
lower than would have been expected given the clinical literature. It seems that this 
may have been due to problematic psychometric properties of the DAST-10 and 
AUDIT, the use of a non-clinical sample, or an alternative assessment strategy (i.e., 
dimensional classification) that is more inclusive than traditional categorical 
approaches. 
10.2 Axis II Comorbidity and Borderline Personality Disorder Symptoms  
There is probably no more controversial topic in the field of PD research than 
that of the implications for marked comorbidity between the PDs, particularly for 
BPD (see sections 1.6 & 2.6 for a discussion on comorbidity). Results of the current 
study revealed significant, but weak strength positive relationships between the 
PDQ4+-BPD and each of (in order of increasing magnitude) PDQ4+-SCHZPD, 
PDQ4+-HPD, and PDQ4+-SCHZTPD. These findings suggest a small tendency for 
individuals reporting increasing BPD symptomatology to also report increasing 
SCHZPD, HPD, and SCHZTPD symptomatology.  
The findings that SCHZPD symptoms and BPD symptoms and SCHZTPD 
symptoms and BPD symptoms are only weakly related is theoretically sensible 
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considering that BPD is characterized by a desperate neediness for others (implied by 
fears of abandonment) whilst SCHZPD is characterized by an indifference to others 
while SCHZTPD is characterized by intense fear of others (APA, 2000). However, 
BPD may be weakly associated with these PDs because of shared psychotic-type 
symptoms. These findings are also consistent with the literature showing relatively 
weaker comorbidity between BPD and each of SCHZPD and SCHZTPD with 
comorbidity rates typically being less than 10% and 0% to 15%, respectively (Conklin 
& Westen, 2005; Marinangeli et al., 2000; McGlashan et al., 2000; Pukrop, 2002; 
Zanarini et al., 1998).  
Prior to DSM-IV, HPD and BPD tended to show quite high comorbidity, 
typically around 50% (Nurnberg et al., 1991; Oldham et al., 1992; Pfohl et al., 1986). 
DSM-III-R (APA, 1988) introduced changes to the diagnostic criteria for HPD (by 
removing suicidal behaviours) which was designed to substantially lower the 
comorbidity between BPD and HPD and DSM-IV-TR (APA, 2000) added stress-
related psychotic-type symptoms to the criteria for BPD thus slightly altering the BPD 
diagnostic entity. Hence more recent studies using DSM-IV-TR (APA, 2000) criteria 
tend to find lowered comorbidity rates typically in the range of 3% to 25% (Conklin 
& Westen, 2005; McGlashan et al., 2000; Pukrop, 2002) thus the current study’s 
results (i.e., a weak relationship between PDQ4+-BPD and PDQ4+-HPD) are 
consistent with the clinical literature showing a weaker association between DSM-IV-
TR BPD symptoms and HPD symptoms. 
Also in accordance with hypotheses, PDQ4+-PPD, PDQ4+-NPD, PDQ4+-
ASPD, PDQ4+-AVPD, PDQ4+-DEPPD, and PDQ4+-OCPD all evidenced moderate 
strength correlations with PDQ4+-BPD. Hence, those reporting increasing BPD 
symptomatology were more likely to report symptoms of PPD, NPD, ASPD, AVPD, 
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DEPPD, and OCPD. Again these moderate strength relationships are consistent with 
the literature showing the substantial comorbidity BPD shows with all other PD 
categories (Kraus & Reynolds, 2001; Nakao et al., 1992). It is also interesting to note 
that the AVPD, DEPPD and PPD (in order of magnitude) showed the highest 
relationships with BPD in the current study. This result is consistent with the clinical 
literature showing that these three PDs tend to consistently show the highest 
comorbidity with BPD (Conklin & Westen, 2005; Marinangeli et al., 2000; 
McGlashan et al., 2000; Zanarini et al., 1998a). This comorbidity may be due to the 
BPD patient’s tendency to desperately cling to others (as in DEPPD), to be suspicious 
of others motives (particularly under times of extreme stress; as in PPD), and their 
preoccupation with abandonment or rejection (as in AVPD).  
Finally, PDQ4+-BPD evidenced a large strength positive correlation with a 
composite measure of all other PDQ4+ PD sub-scales. This result suggests that BPD 
symptoms are strongly related to other non-BPD symptoms and is consistent with 
research showing the marked comorbidity BPD shows with all other PDs 
(Marinangeli et al., 2000; Nakao et al., 1990; Rinne, Westenberg, den Boer, & van 
den Brink, 2000; Widiger & Trull, 1993).  
Taken together (both the axis I and axis II), these results suggest that BPD is a 
broad and heterogenous category encompassing a number of clinical (axis I) and PD 
(axis II) constructs (Nurnberg et al., 1991). Furthermore, the apparent lack of 
specificity in the BPD construct (at least as measured in the current study) lends 
credence to arguments put forward by some researchers (e.g., Tyrer, 1999; Widiger & 
Trull, 1993) that BPD is a non-specific diagnosis which may index high levels of 
general personality or psychopathological dysfunction. However, it must be noted that 
the marked comorbidity BPD shows with both axis I and axis II clinical conditions 
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does not imply that BPD is not a distinguishable concept just as HIV increasing the 
risk of other medical diseases does not imply that HIV is not a distinguishable 
concept. Nevertheless, these results, interpreted in the context of other studies 
showing marked comorbidity between axis I and axis II, also show the limitations of 
the classification system of the DSM-IV-TR (APA, 2000).  
Finally, the PCA on the axis II measures revealed an interesting result. The 
DSM-IV-TR’s (APA, 2000) clustering system was largely replicated by results of the 
PCA. However, interestingly PDQ-4+-OCPD failed to significantly load on any of the 
three factors thus showing evidence of independence from other PDs. This result is 
consistent with other factor analytic studies of PDs in that OCPD is found to load on a 
factor by itself. (e.g., Hyler & Lyons, 1988; Livesly & Jackson, 1986). Hence, these 
results, coupled with previous results of the questionable validity of PDQ4+-OCPD 
found in Chapter 8, suggest validity problems with the PDQ4+-OCPD scale. 
However, more generally, these findings may add to the growing literature 
highlighting the problematic nature of the OCPD construct itself (Farmer & Chapman, 
2002) rather than one specific to the PDQ4+. 
10.3 Childhood Maltreatment and Borderline Personality Disorder Symptoms 
A consistent finding in the clinical literature on childhood antecedents of adult 
BPD is a seemingly strong association between childhood maltreatment and adult 
BPD (e.g., Arntz et al., 1999; Bryer et al., 1987; Herman et al., 1989; Paris et al., 
1994). The results of the current study provided partially supported this hypothesis in 
this non-clinical sample. For example, the CTQ-CPA was found to obtain a non-
significant correlation with PDQ4+-BPD. However, power analyses revealed that this 
correlational analysis was only sufficiently powerful enough to detect moderate or 
large effect sizes. Hence, small effect sizes may still exist. Furthermore, when CPA 
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was considered as a categorical variable, individuals reporting CPA did not 
significantly differ in the PDQ4+-BPD scores when compared to individuals not 
reporting CPA during childhood. However, this analysis was only sufficiently 
powerful enough to detect large effect sizes. Hence, the existence of small or 
moderate effect sizes cannot be ruled out. Nevertheless, these results suggest that 
CPA may not be aetiologically related to BPD or as strong an aetiological factor as 
previously thought. This is in contrast to research showing quite strong associations 
between CPA and adult BPD in clinical samples (Garno et al., 2005; Goldman et al., 
1992; Links, Steiner, Offord et al., 1988; Paris et al., 1994; Trull, 2001a; Weaver & 
Clum, 1993; Westen et al., 1990; Zanarini et al., 2000; Zanarini et al., 1997). 
However, it does support findings by Trull (2001b) who found no significant 
relationship between a self-report measure of BPD and CPA in a non-clinical sample. 
Hence, when examining non-clinical samples, CPA may not be an aetiological factor 
in the development of BPD and may only be associated with the development of BPD 
because of CPA’s large overlap with other forms of childhood maltreatment.  
However, results of the second path analysis (including comorbid clinical 
constructs and BPD pathology) may shed more light on this disparity. According to 
results of the second path analysis performed (where BPD and other axis I and axis II 
symptoms were modelled), CPA significantly predicted cluster A PD symptoms 
without being significantly related to the cognitive factors of powerlessness or 
disconnection/rejection beliefs. Hence, CPA may be related to cluster A PD 
symptomatology, which is found to be commonly comorbid with BPD (particularly 
PPD). Therefore, the relationship previously found between BPD and CPA may be 
due to the confounding effects of cluster A PD symptoms as previous studies finding 
an association between BPD and CPA have failed to adequately measure cluster A 
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PDs (or most other PDs). However, the fact that CPA significantly predicted cluster A 
PD symptoms without mediation by powerlessness or disconnection/rejection beliefs 
may suggest that other cognitive (or other) factors may be involved in the presentation 
of cluster A PD symptomatology.  
As was the result for CPA, the CTQ-CSA showed a non-significant correlation 
with PDQ4+-BPD although the relationship did approach significance. Again, as 
mentioned above, the correlational analysis was not sufficiently powerful to detect 
small effect sizes. Hence, the existence of a weak relationship between BPD 
symptoms and CSA cannot be effectively ruled out. While this result suggests that 
CSA may be unrelated to BPD thus refuting the vast clinical literature showing strong 
associations between CSA and BPD (Arntz et al., 1999; Bryer et al., 1987; Driessen et 
al., 2000; Figueroa et al., 1997; Herman et al., 1989; Nash et al., 1993; Paris et al., 
1994; Rinne et al., 2000; Shea et al., 1999; Silk et al., 1995; Soloff et al., 2002; 
Swanston et al., 2003; Weaver & Clum, 1993; Westen et al., 1990; Wonderlich et al., 
2001; S.  Yen et al., 2002; Zanarini , 1997; Zanarini , Frankenburg, Hennen et al., 
2004; Zanarini et al., 2002; Zlotnick et al., 2001), individuals reporting a history of 
CSA obtained significantly higher scores on the PDQ4+-BPD than individuals not 
reporting a history of CSA. Hence, a small strength relationship between CSA and 
BPD may exist and this finding is in line with a metanalysis by Fossati, Madeddu et 
al. (1999) who concluded that the relationship between CSA and BPD may not be as 
strong as once thought. Furthermore, LR and path analysis results revealed significant 
associations between CSA and BPD symptoms (as well as cognitive factors associated 
with BPD symptoms) after statistically controlling for other forms of childhood 
maltreatment and family environments. In fact, results of the LR analyses revealed 
that individuals reporting CSA were 1.20 to 15.22 times more likely to report higher 
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BPD symptoms. Hence, overall these results are consistent with the vast clinical 
literature showing an association between BPD and CSA and hence suggest that CSA 
is an important aetiological childhood factor in the adult expression of BPD 
symptoms.  
However, results for the other forms of childhood maltreatment measured 
dimensionally by the CTQ revealed weak relationships between BPD and each of (in 
order of decreasing magnitude) CTQ-CEA, CTQ-CEN, and CTQ-CPN.  Furthermore 
PBI-FCare and PBI-MCare significantly correlated with PDQ4+-BPD. Given that 
CEN has been defined as a lack of care by parents (Wark et al., 2003), these 
additional relationships further strengthened the evidence for a relationship between 
CEN and BPD symptoms. While causality cannot be determined through correlational 
studies, these results are consistent with the view that more experiences of CEA, 
CEN, and CPN are related to increased BPD symptomatology and is consistent with 
previous research (Arntz et al., 1999; Bernstein et al., 1998; Frank & Hoffman, 1986; 
Nickell et al., 2002; Paris & Frank, 1989; Paris et al., 1994; Torgerson & Alnaes, 
1992; Yatsko, 1995; Zanarini et al., 2000; Zanarini et al., 1997; Zanarini et al., 2002; 
Zweig-Frank & Paris, 1991). Nonetheless, these studies typically found much stronger 
relationships perhaps because most of them used clinical samples. 
Alternative analyses added further support in the role of childhood 
maltreatment in the development of BPD symptoms. First, path analysis results 
revealed that cognitive mediation was evident between abusive family environment 
(including CEA and CEN) and BPD symptoms and CSA and BPD symptoms. This 
implies that childhood maltreatment is significantly related to BPD symptoms while 
family functioning factors (e.g., controlling family) are not significantly related to 
BPD symptoms.  
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Similarly, the LR analyses revealed that abusive family environment (which 
included significant component loadings for CTQ-CEA & CTQ-CEN) and CSA were 
the only uniquely significant predictors of dichotomous BPD scores over and above 
that of other family functioning factors (i.e., controlling family environment). This is 
despite the fact that zero-order correlations revealed a weak but significant 
relationship between controlling family environment and a continuous measure of 
BPD (see Table 18 p.156). Further to this, another LR revealed that while family 
functioning factors were significantly related to dichotomous BPD scores, the addition 
of childhood maltreatment variables explained significantly more variance in 
dichotomous BPD scores. Further to this, a previous significant association between 
family disharmony (consisting of just family functioning variables) and dichotomous 
BPD became non-significant. Hence, these results suggest that childhood 
maltreatment factors (in particular CEA & CSA) are more important aetiological 
factors in BPD than family functioning factors. 
Further support for the importance of CSA and CEA were obtained through 
ANOVA and ANCOVA results. First, individuals reporting CSA were found to 
obtain significantly higher PDQ4+-BPD scores than those not reporting CSA and 
those reporting CSA still obtained higher PDQ4+-BPD scores than those not reporting 
CSA when controlling for family disharmony and controlling family environment 
(though this results only approached significance). Hence, these results suggest that 
individuals exposed to CSA are more likely to report symptoms of BPD than those 
not reporting CSA and this tendency was still true even after taking family 
functioning into account (though to decreased effect). However, it must be noted that 
while those reporting CPN obtained significantly higher PDQ4+-BPD scores than 
those not reporting CPN, this relationship was non-significant when family 
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disharmony and controlling family environment were statistically controlled via 
ANCOVA. These results suggest that family environment may explain the difference 
in BPD symptoms between those reporting and those not reporting CPN. Finally, 
CTQ-CEA (but not CTQ-CEN) was found to still be significantly associated with 
PDQ4+-BPD scores after controlling for family disharmony and controlling family 
environment.  
These results suggest that CEA has aetiological effects on BPD symptoms 
independent of family functioning factors (but to a decreased effect when taking 
family functioning factors into account) but that CEN may have its aetiological effects 
through family functioning factors. Overall, these results suggest that childhood 
maltreatment (particularly CSA and CEA) may have direct impacts (at least when not 
considering cognitive factors) on BPD symptoms and that family functioning factors 
may only be related to BPD symptoms because of the association between family 
functioning factors and childhood maltreatment. However, controlling for family 
functioning factors did decrease the size of association between CSA and BPD 
symptoms and CEA and BPD symptoms and rendered previous associations between 
CPN and BPD and CEN and BPD non-significant. Hence these findings are consistent 
those of others (e.g., Boney-McCoy & Finkelhor, 1996; Brock et al., 1997; Harter & 
Vanecek, 2000) who have found that family functioning factors can partly explain the 
relationship between childhood maltreatment and BPD symptoms. Hence, the 
theoretical perspective that positive family dynamics may buffer the effects of 
childhood maltreatment, were partially supported by these results (Brock et al., 1997). 
However, it must also be noted that the results linking childhood maltreatment 
to BPD symptoms are subject to alternative explanations. For example, it is possible 
that BPD symptoms may alter an individual’s perception of their childhood thus 
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resulting in biased retrospective reporting of childhood experiences (Brewin, 
Andrews, & Gotlib, 1993b; Ruegg & Frances, 1995). However, the current study 
involved a largely non-clinical (i.e., not actively seeking psychological treatment) 
sample presumably with little psychiatric disturbance when compared to wholly 
clinical samples thus reducing the propensity toward recall bias. Furthermore, the 
argument for alteration of past childhood memories seems unlikely in the present 
study because of evidence showing that while details of reports of childhood 
maltreatment tend to be unreliable these reports do tend to be corroborated when 
restricted to the occurrence or non-occurrence of these events or with questions 
avoiding interpretations (Brewin et al., 1993b; Hardt & Rutter, 2004; Henry et al., 
1994). The CTQ (Bernstein & Fink, 1998), which was used in the current study to 
measure childhood maltreatment, avoids interpretive questions thus decreasing 
significant recall bias. Nevertheless the issue of retrospective reporting is an 
unresolved issue and it does seem that reports of childhood maltreatment do not 
necessarily mean the maltreatment occurred. With these limitations in mind, the 
current study’s results were consistent with the idea that occurrences of childhood 
maltreatment are related to adult BPD symptoms.  
10.4 Childhood Family Factors and Borderline Personality Disorder Symptoms 
Results of the current study found that childhood family factors were only 
weakly related to BPD symptomatology. Non-significant correlations were found 
between PDQ4+-BPD and each of FFS-AuthPar, and FFS-Demo thus suggesting that 
authoritarian parenting and a democratic family style during childhood are not 
associated with adult BPD symptoms.  
Interestingly, the PBI-MCon mother control (but not PBI-FCon) showed a 
significant (though weak) association with PDQ4+-BPD, consistent with previous 
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research showing an association between controlling parenting and BPD in clinical 
(Fossati et al., 2001; Paris & Frank, 1989; Torgerson & Alnaes, 1992; Weaver & 
Clum, 1993; Zweig-Frank & Paris, 1991) and non-clinical samples (Nickell et al., 
2002). These results suggest that perhaps controlling parenting by mothers has a more 
profound impact on long-term psychological functioning than controlling parenting by 
fathers. Perhaps this is because of a cultural expectation that fathers be more 
controlling particularly toward their daughters, or that a father’s controlling parenting 
may be seen as protective whereas a mother’s controlling parenting may be seen as 
intrusive. However, it must be noted that the relationship was only weak and was the 
weakest of all the childhood factors. The weak relationship is perhaps consistent with 
research showing significant differences between BPD patients and non-clinical 
controls but no significant differences between BPD patients and clinical controls 
(Fossati et al., 2001; Paris & Frank, 1989) thus suggesting a non-specific relationship 
between controlling parenting and BPD. 
Weak relationships with BPD (below r=.20) were also found for FFS-Coh, 
FFS-FamSoc, and FFS-Enmesh with higher scores on PDQ4+-BPD being associated 
with lower FFS-Coh, FFS-FamSoc (after considering reflected scores), and higher 
scores on FFS-Enmesh. Hence, these results suggest that individuals reporting more 
BPD symptomatology are more likely to report childhood family environments 
characterized by less togetherness or closeness, and a more socially isolated family 
who were over-involved in each others affairs. These significant results are consistent 
with previous research showing associations between certain childhood family 
variables and adult BPD. More specifically it is consistent with research by Weaver 
and Clum (1993) who found that reports of less family cohesion were more common 
in 17 female inpatients with BPD when compared to 19 female inpatients without 
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BPD. It is also consistent with research by Gunderson and Lyoo (1997) who found 
that a group of 21 female patients with BPD reported their families of origin as 
significantly less cohesive and more enmeshed than non-clinical individuals.  
Weak relationships with PDQ4+-BPD (although above r =.20) were also 
found for FFS-FamIdeal, FFS-Expr, FFS-Conf, and FFS-Exter. These results suggest 
that individuals reporting more BPD symptoms are more likely to report having a less 
idealized childhood family environment, with less communication between family 
members, and more conflict between family members and an increased propensity for 
family members blame others. This is consistent with previous research showing an 
association between BPD and decreased familial expressiveness (Gunderson & Lyoo, 
1997; Weaver & Clum, 1993) and more familial control reported by female BPD 
patients (Gunderson & Lyoo, 1997). 
However, a major caution in this aspect of the study must be mentioned. While 
retrospective accounts of the occurrence versus non-occurrence of childhood events 
probably has at least some veracity (Hardt & Rutter, 2004; Henry et al., 1994), it has 
been documented that when retrospective reports involve family dynamics, the 
veracity of these reports tend to be less reliable and valid (Hardt & Rutter, 2004; 
Henry et al., 1994). This may be especially true for individuals with BPD as 
Gunderson and Lyoo (1997) found that while female BPD inpatients rated their 
families as significantly more dysfunctional than non-clinical controls, ratings by 
parents of these BPD patients were rated similarly to non-clinical controls. 
Furthermore, parents’ reports tended to be corroborated by each other and to contrast 
the BPD patient’s reports. Hence, these findings caution against over-interpretation of 
the current study’s results. It is possible that the reports by individuals in the current 
study of their childhood family environment may in fact be more indicative of their 
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current psychological functioning rather than the actuality of their childhood family 
environment. However, it must also be noted that the current study’s sample was non-
clinical in nature thus decreasing the likelihood of distorted reporting of childhood 
familial environments due to current psychopathology. 
Nevertheless, results of the current study showed that childhood family factors 
were related to BPD pathology. More specifically, more controlling parenting by 
mothers (but not fathers), and a general family environment prone to blaming others, 
with more fighting between family members, and a less sociable, idealized, cohesive, 
and expressive family were associated with BPD. However, relationships were only 
weak and there was evidence that childhood maltreatment factors were more 
important than family functioning factors in BPD (see section 10.3). 
10.5 Early Maladaptive Schemas and Borderline Personality Disorder Symptoms 
While only weak relationships between BPD and childhood factors were 
found, moderate relationships were found between most EMSs and dysfunctional core 
beliefs and BPD thus largely consistent with the hypothesis that BPD symptoms 
would be moderately correlated with BPD core beliefs (measured by PBQ-B & 
PDBQ-B) and with all EMSs from the Disconnection/Rejection Domain (i.e., ED, 
AB, MA, SI, DS) and the EMSs of DI, VH, SB, and ISC.  
However, only a weak correlation was found between YSQ-IS and PDQ4+-
BPD. This suggests only a weak relationship between a belief that one’s impulses 
cannot be controlled and BPD symptoms. This fails to support studies on the clinical 
presentation of BPD where impulsivity is thought to be a major core factor of BPD 
(APA, 2000; Blais et al., 1997; Clarkin et al., 1993; Critchfield et al., 2004; Millon, 
1992; Sanislow et al., 2002) but does support previous studies reporting significant 
associations between IS and BPD (Arntz et al., 1999; Butler et al., 2002; Specht, 
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2005). However, perhaps the PDQ4+ has some difficulties assessing impulsiveness 
which would explain the low correlation. The PDQ4+’s ability to measure 
impulsiveness was questioned earlier due to weak associations between BPD and 
substance abuse (see section 10.1). Hence, perhaps difficulties in assessment of 
impulsivity may be a common problem explaining the lack of at least a moderate 
relationship between PDQ4+-BPD and other impulsive-type behaviours (substance 
abuse) and thoughts (IS).  
However, moderate strength relationships were found between PDQ4+-BPD 
and each of (in order of magnitude) PBQ-B, PDBQ-B, YSQ-SI, YSQ-VH, YSQ-AB, 
YSQ-MA, YSQ-SB, YSQ-DS, YSQ-ED, and YSQ-DI. Hence these results suggest 
that individuals reporting more BPD symptoms are more likely to report EMSs related 
to beliefs that one is fundamentally different from others, an inability to cope 
generally (and more specifically without significant help from others), a belief that 
significant others will abandon the individual, a belief that others will harm the 
individual, a belief that one is coerced into suppressing one’s needs and wants for 
others, and a belief that one is fundamentally flawed in some way. These thoughts are 
consistent with what one would expect given the presentation of BPD (APA, 2000) 
and with Young et al.’s (2003) schema conceptualization of BPD. Furthermore, it is 
consistent with previous research showing common beliefs in BPD patients. More 
specifically it is consistent with research showing significant associations between 
BPD and each of the EMSs of ED (Ball & Cecero, 2001; Butler et al., 2002; Petrocelli 
et al., 2001; Specht, 2005), AB (Ball & Cecero, 2001; Butler et al., 2002; Jovev & 
Jackson, 2004; Petrocelli et al., 2001; Specht, 2003, 2005), MA (Arntz et al., 1999; 
Ball & Cecero, 2001; Butler et al., 2002; Specht, 2005), DS (Ball & Cecero, 2001; 
Butler et al., 2002; Jovev & Jackson, 2004; Specht, 2005), SI (Petrocelli et al., 2001; 
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Specht, 2005), DI (Arntz et al., 1999; Butler et al., 2002; Jovev & Jackson, 2004), VH 
(Arntz et al., 1999; Ball & Cecero, 2001; Butler et al., 2002), and SB (Specht, 2003). 
In addition to these results other EMS sub-scales not hypothesized to be 
related to BPD symptoms were found to obtain only weak or non-significant 
relationships with PDQ4+-BPD. More specifically, YSQ-SS and YSQ-Et were found 
to obtain non-significant relationships with PDQ4+-BPD. The non-significant 
relationship between YSQ-SS and PDQ4+-BPD is worthy of note given the 
significant moderate strength correlation between the YSQ-SB and PDQ4+-BPD. 
While both these EMSs refer to a suppression of one’s own needs for the needs of 
others, Young et al. (2003) argues that in SS no coercion is perceived by the 
individual. In contrast coercion is perceived in SB. Because of this, Young et al. 
(2003) argues that individuals with the EMS of SB may be prone to temper outbursts 
and that the expression of one’s own needs and wants will be met with criticism or 
disapproval by others. These are found to be diagnostic features of BPD (APA, 2000) 
and further strengthen Young et al.’s (2003) schema conceptualization of BPD given 
the differential relationship with SS (where no coercion is perceived) and SB (where 
coercion is perceived). The non-significant relationship between YSQ-Et and PDQ4+-
BPD also further strengthens Young et al.’s (2003) conceptualization of BPD as 
beliefs that one is special or deserving of special attention are characteristic of NPD, 
not BPD (APA, 2000).  
While a significant relationship was found between PDQ4+-BPD and the 
YSQ-US, this relationship was only very weak (r<.15) thus suggestive of a very weak 
relationship. The relationship between PDQ4+-BPD and YSQ-EN was slightly higher 
but still in the weak range. Again these results are largely consistent with Young et 
al.’s (2003) conceptualization of BPD as the EMSs of US and EN are not 
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hypothesized to be strongly related to BPD. However, a moderate strength 
relationship was found between PDQ4+- BPD and the YSQ-FA. This EMS refers to a 
belief that one will inevitably fail at any attempts of achievement. While this EMS 
was originally thought not to be related to BPD pathology, the moderate strength 
relationship may reflect the findings in the clinical literature of frequent career 
changes and poor occupational and academic functioning of individuals with BPD 
(APA, 2000; Conklin & Westen, 2005) and non-clinical individuals with BPD 
features (Trull et al., 1997). Hence, the moderate strength relationship between YSQ-
FA and PDQ4+-BPD found in the current study may be a function of this associated 
feature or the instability BPD individuals have in their sense of identity (which is 
believed to underly poor occupational or academic functioning). Alternatively, the 
relationship may be accounted for by BPD patient’s generally low self-esteem 
(Davids & Gastpar, 2005).   
Because PDQ4+-BPD was related to such a high number of EMSs, PCAs were 
performed with EMSs hypothesized to be related to BPD based on cognitive 
conceptualizations. Results of these PCAs revealed two clear factors. The first factor, 
named powerlessness/personal vulnerability beliefs (consisting of YSQ-VH, YSQ-
ISC, YSQ-DI, PBQ-B, PDBQ-B, YSQ-AB, & YSQ-SB), referred to beliefs that one 
needs others in order to care for one self and that one is powerless or vulnerable when 
left alone. This factor seemed to correspond to Beck et al’s (2004) hypothesis of BPD 
core beliefs centering on beliefs that one is powerless and vulnerable. The other 
factor, named disconnection/rejection (consisting of YSQ-ED, YSQ-SI, YSQ-DS, 
YSQ-MA, & YSQ-SB), referred to schemas from Young et al.’s (2003) 
disconnection/rejection domain (apart from YSQ-AB). Further to this, the themes 
surrounding this factor seemed to be related to Beck et al’s (2004) other two beliefs 
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hypothesized to be related to BPD (i.e., “The world is dangerous & malevolent”; “I 
am inherently unacceptable”). 
Hence, the two factors identified in the current study outline the often 
contradictory beliefs of the individual with BPD. While on one hand the 
powerlessness/personal vulnerability factor referred to beliefs that one is incapable of 
coping without the assistance of others (and a general neediness for others) the other 
factor involved beliefs that others will hurt or humiliate the individual. These 
seemingly contradictory beliefs were not mutually exclusive with a strong correlation 
evident between them. Hence, these results show the often contradictory beliefs the 
individual with BPD have and may help explain the desperate behaviour of these 
individuals as argued previously by some cognitive-behavioural researchers (e.g., 
Beck et al., 2004). 
10.6 Cognitive Mediation Hypothesis 
Given that retrospective reports of childhood maltreatment, family functioning 
and EMSs and core beliefs were found to be significantly related to BPD symptoms, 
the possibility of EMSs (& core beliefs) mediating the relationship between childhood 
maltreatment and family functioning and adult BPD symptomatology was tested. 
Results of LRs revealed that while an abusive family environment (consisting of 
cohesion, family idealization, family socialization, emotional neglect, expressiveness, 
democratic family style, father care, mother care, external locus of control, CEA, 
CEN and conflict) and reports of CSA significantly predicted adult BPD symptoms 
over and above that of the other childhood factor of controlling family environment 
(mother control, father control, enmeshment, conflict & authoritarian parenting style), 
and reports of CPA, CPN,  this relationship became non-significant when controlling 
for EMSs and core beliefs.  
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Further to this, results of the LR analyses revealed possible pathways to the 
expression of BPD. According to these results, abusive family environment 
significantly predicted disconnection/rejection beliefs which, in turn, significantly 
predicted dichotomous BPD symptoms. This result suggests that an abusive family 
environment may lead to thoughts related to the untrustworthiness of others which, in 
turn, leads to BPD symptoms. Alternatively, CSA was found to significantly predict 
powerlessness beliefs and disconnection/rejection beliefs which, in turn, both 
significantly predicted dichotomous BPD symptoms. It is interesting to note that 
Harter and Vaneck (2000) found that experiences of childhood maltreatment (i.e., 
CSA, CPA, & CEA) were related to negative thoughts related to the self (but not 
others). Results of the current study support this finding as experiences of CSA was 
the only variable significantly related to powerlessness/personal vulnerability 
thoughts which were mainly negative thoughts of one’s self. Hence, taken together 
these results suggest differential effects of different childhood experiences on EMSs 
and core beliefs. These results also suggest that CSA may have a more diffuse impact 
on cognitive factors (because CSA significantly predicted both 
disconnection/rejection beliefs and powerlessness beliefs but abusive family 
environment significantly predicted only disconnection/rejection beliefs) which may 
explain its seemingly strong association with BPD. Finally, these findings suggest the 
possibility of two different pathways leading to the expression of BPD. In one 
pathway, a dysfunctional family environment may lead to disconnection/rejection 
schemas leading to BPD. Alternatively, the experience of CSA may lead to schemas 
related to powerlessness/personal vulnerability. 
Also consistent with the cognitive mediation hypothesis was the path analysis 
results. This analysis (which was an excellent fit to the data) showed that abusive 
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family environment and CSA significantly predicted both disconnection/rejection 
beliefs and powerlessness beliefs which both in turn predicted BPD symptoms. 
Abusive family environment was found to be more strongly related to both cognitive 
variables as indicated by its higher standardized regression weights. Thus, results of 
the path analysis differed slightly to that of the LR analyses in suggesting that abusive 
family environment was a stronger predictor of both disconnection/rejection beliefs 
and powerlessness beliefs. Furthermore the model seemed to explain much more 
variance in the disconnection/rejection schemas than the powerlessness/personal 
vulnerability schemas (35% vs. 9%). Hence, this implies that childhood familial 
environment and childhood maltreatment are more closely related to the development 
of EMSs from the disconnection/rejection domain than EMSs related to 
powerlessness/personal vulnerability. A further implication of this finding is that 
childhood familial environment and childhood maltreatment seem to have little 
influence on EMSs related to powerlessness/personal vulnerability. Perhaps, genetic 
or other non-familial factors (e.g., cultural, peer, social) may be more associated with 
the development of the powerlessness/personal vulnerability schemas. It is interesting 
to note that Young (2003) has theorized that the peer environment may be important 
in determining the onset and maintenance of EMSs. 
Together the results of the LR and path analyses partially supports and extends 
research by Arntz et al (1999) who found that a set of beliefs hypothesized to be 
related to BPD mediated the relationship between CPA, CEA, CSA and adult BPD in 
a clinical sample and Specht (2003) who found that EMSs significantly mediated the 
relationship between childhood maltreatment and BPD in a female forensic sample. 
However, the relationship between these variables and adult BPD pathology was 
considerably weaker in the current study than in Arntz et al’s (1999) study and Specht 
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(2003). This may have been due to the use of a clinical sample in Arntz et al’s (1999) 
and a forensic sample in Specht’s (2003) study as opposed to a non-clinical sample in 
the current study. As mentioned earlier, this attenuated relationship in the current 
study (when compared to Arntz et al.’s (1999) study) may have been due to 
individuals without demonstratable psychopathology reporting experiences of 
childhood maltreatment. Nonetheless, consistent with Arntz et al’s (1999) study and 
Specht (2003) these weaker relationships seemed to be mediated by EMSs (& core 
beliefs) hypothesized to be related to BPD pathology. Hence, the current study’s 
results extend the cognitive mediation hypothesis into non-clinical samples. 
Analyses conducted when taking other clinical conditions into account 
revealed that the cognitive mediation hypothesis was not entirely specific to BPD. 
First, LR analyses revealed that the cognitive variables significantly mediated the 
relationship between CSA and non-BPD axis II symptoms thus suggesting that the 
cognitive mediation hypothesis is not specific to BPD. However, abusive family 
environment was found to be not significantly related to non-BPD axis II symptoms. 
Conversely, the cognitive mediation hypothesis was found to be true through the 
mediating effects of disconnection/rejection beliefs for the relationship between 
abusive family environment and depression and anxiety symptoms. 
A path analysis further explored the role of other clinical factors in cognitive 
mediation. Results of the path analysis revealed that disconnection/rejection beliefs 
most strongly predicted cluster A PD symptoms followed by BPD symptoms, cluster 
C PD symptoms and finally depression and anxiety symptoms. However, BPD 
symptoms was the weakest variable to be predicted by powerlessness beliefs with 
powerlessness beliefs being most strongly predicting depression and anxiety 
symptoms, followed by cluster C PD symptoms, and non-BPD cluster B PD 
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symptoms. Hence, again these results reveal that the cognitive mediation hypothesis is 
not entirely specific to BPD and that the identified BPD cognitive beliefs were not 
even the strongest predictors of BPD symptoms.  
Furthermore, the path analysis results revealed that CPA significantly 
predicted cluster A PD symptoms without being mediated by the cognitive factors. 
Similarly, controlling family environment was found to significantly predict 
depression and anxiety symptoms without being mediated by the cognitive factors. 
Hence, these results show that cognitive beliefs not identified in the current study (and 
presumably unrelated to BPD) may mediate the relationship between CPA and cluster 
A PD symptoms and controlling family environment and depression and anxiety 
symptoms. They also show that differing forms of family functioning factors and 
childhood maltreatment factors can contribute to differing adult outcomes. Overall, 
however, results revealed that cognitive factors seemed to mediate the relationship 
between childhood factors and BPD symptoms thus being consistent with cognitive-
behavioural formulations of BPD (e.g., Beck et al., 2004; Young et al., 2003). 
However, it must be noted that statistical partialling procedures (e.g., 
ANCOVA) were not used for analysis of the specificity of the cognitive mediation 
hypothesis in the current study because some researchers (e.g., Jovev & Jackson, 
2004) have argued that it may be inappropriate to statistically partial out these 
comorbid conditions as they are an integral part of the BPD construct. That is, 
depression and anxiety are part of BPD and by removing variance associated with 
these related constructs one is effectively altering the BPD construct itself. Other 
researchers have argued that statistically controlling for variables related to both an 
independent and dependent variable is problematic because essential variance in the 
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dependent variable is reduced thus resulting in a decreased likelihood of finding 
significant associations. 
10.7 Strengths and Limitations 
The current study has a number of methodological strengths which help 
reinforce the findings. First, the use of a primarily non-clinical sample (as opposed to 
clinical samples) seems appropriate and optimal for examining the aetiology of 
psychiatric disorders (see section 5.3 for a detailed discussion). This is the first study 
to examine the cognitive mediation hypothesis in a non-clinical sample with previous 
studies (e.g., Arntz et al., 1999; Specht, 2003, 2005) examining the cognitive 
mediation hypothesis in clinical samples. However, it must be noted that the sample 
did consist of seven non-clinical participants which may have affected results. 
However, analyses conducted without the seven clinical participants were largely the 
same as analyses conducted including the seven clinical participants hence the 
inclusion of clinical participants seemed to have little impact on the analyses. 
Furthermore, the current study also concurrently examined childhood family 
functioning when examining the cognitive mediation hypothesis which is a major 
strength given the high association between childhood maltreatment and dysfunctional 
family environments (see section 4.7) and the fact that the only studies that have 
previously examined the cognitive mediation hypothesis have done so without 
examining childhood family functioning (see section 5.1). 
Furthermore, previous studies examining the cognitive mediation hypothesis 
in BPD have failed to concurrently assess for comorbid axis I and II pathology. Arntz 
et al. (1999) only partially controlled for axis II pathology (and not at all for axis I 
pathology) by comparing BPD patients with cluster C PD patients while Specht 
(2003, 2005) only statistically controlled for depression. Hence, the current study’s  
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result that axis I and axis II conditions were also mediated in a similar fashion to BPD 
calls into question the specificity of cognitive mediation in relation to BPD. However, 
path analysis results showed that the cognitive mediation model for BPD symptoms 
was still statistically significant when comorbid axis I and axis II symptoms were 
included in the model. Nevertheless, it has been argued that statistically controlling 
for comorbid conditions may not be appropriate for BPD as these are central 
constructs to BPD and controlling for them will alter the measured BPD construct (see 
section 10.6 for discussion). 
A final strength of the current study was the use of a standardized self-report 
instrument in assessing for childhood maltreatment and the use of the PDQ4+ in a 
community sample. This may have resulted in more realistic estimates of childhood 
maltreatment as documented and therapist reports of childhood maltreatment have 
been questioned in the past (see section 5.1). 
While the current study elucidated some interesting results, the findings must 
be interpreted in the context of certain limitations. First, while the sample size was 
generally large enough to detect at least moderate effect sizes (see section 9.7 for 
power analysis results), it may not have been large enough for examining the 
relationship between CSA and BPD. Since BPD has been reported to have a 
prevalence of two per-cent in the general population (see section 2.4), based on this 
statistic and the sample size of 185 in the current study less than 4 people would have 
met full diagnostic criteria for BPD. Furthermore, only 16 individuals (8.6%) of the 
current study’s sample reported any form of CSA according to the CTQ. Hence, while 
the sample size was quite large, when considered in the context of these variables, a 
larger sample size was probably optimal. This sample size limitation extends to all 
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analyses where CSA has been analysed including the LR analyses and the path 
analyses. These results should hence be interpreted with caution. 
Furthermore, it has been reported that the PDQ4+ has a tendency to over-
diagnose personality pathology (see section 6.2.5). This did seem to be the case in the 
current study as, using the DSM-IV-TR (APA, 2000) criteria, 23 individuals met the 
diagnostic criteria for BPD according to PDQ4+ scores. As noted earlier, using 
statistics based on community-based studies, no more than approximately four 
individuals in the current study should have met criteria for BPD. This may have had 
some impact on the results because while PD diagnoses were not used in analyses, a 
higher number of individuals would have reported BPD symptoms when in actuality 
few BPD symptoms were present. These measurement errors would have the effect of 
attenuating any correlations (Arntz, 1999). Hence, the strength of relationships found 
in the current study were probably at the lower end of estimates. Another possible 
contributor to the attenuation of correlations in the current study was the low 
Cronbach’s alpha of the PDQ-4+ BPD sub-scale. This lower alpha implies more error 
variance which may artificially inflate random variability leading to a decrease in 
associations with other variables with less error variance. However, it must be noted 
that other researchers have pointed to other factors besides more error variance (such 
as heterogeneity of PD constructs) in accounting for the low Cronbach’s alphas of 
PDQ-4+ sub-scales (e.g., McHoskey, 2001). 
A further problem with the use of the PDQ4+ is that it is a self-report 
instrument and all other measures in the current study were also self-report 
instruments. Hence, the possibility that shared method variance may partially explain 
results of the current study cannot be ruled out. The use of this may be especially 
problematic for highly related constructs (such as depression and anxiety). Hence, the 
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high relationships found with BPD may have been partially due to the use of self-
report instruments which decrease the specificity between related constructs. Further 
to this, the use of the PDQ4+ may have resulted in decreased validity measurement. 
For example, respondents may have misinterpreted items of axis II pathology because 
of current mood state. Hence, their responses may have been an indication of current 
mood state rather than personality disordered characteristics. However, it must be 
noted that current mood state has been shown to have little impact on PDQ4+ scores 
particularly BPD scores (Kurtz & Morey, 2001). 
The use of a primarily non-clinical sample may also have been problematic 
because general differences in psychopathology may override more subtle differences 
in psychopathology at the higher extremes. Because clinical samples often have more 
individuals scoring at higher ranges of psychopathology, more subtle differences at 
these higher ranges may be more easily identified and distinguished than in non-
clinical samples. Hence the use of a primarily non-clinical sample in the current study 
may have missed more subtle differences at the higher range of psychopathology 
which may have had implications for the cognitive mediation hypothesis. 
A further sample-related issue was the high percentage of students. This may 
have resulted in biased sampling. For example, generally university students may be 
from middle to higher socioeconomic status although no specific information 
concerning type of student (e.g., undergraduate vs postgraduate), ethnicity, or socio-
economic status was collected. Hence, results of the current study may not be 
generalizable to individuals from lower socioeconomic classes and the confounding 
effects of socio-economic status, ethnicity, and level of education cannot be ruled out. 
Similarly, there was a female preponderance in the current study which may have 
affected results. Hence, results may not be entirely generalizable to males. 
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Results of the current study should also be interpreted with caution due to the 
fact that results were correlational in nature, thus obscuring causal pathways. For 
example, individuals high in N have been shown to agree with negatively phrased 
items not necessarily because of the content of the items. Hence, these correlational 
results may be a result of the confounding effects of N rather than actual causal 
pathways. Also, the retrospective method was used to gather data about childhood 
events and, as discussed at length, the veracity of this method has been criticized by a 
number of researchers (see section 5.1). Although, retrospective reporting has been 
credited with some validity (see section 5.1 for a detailed discussion). However, 
perhaps the use of the word ‘sexual’ in the CTQ-CSA sub-scale may have biased 
results as young children tend to have little understanding of sex. Also, only the actual 
experience of childhood abuse was examined not the witnessing of such abuse which 
has been found to be related to BPD and other psychiatric conditions (e.g., Herman et 
al., 1989). Finally, only childhood familial and maltreatment factors were considered 
in the current study thus the effect that non-familial factors may have on both adult 
BPD symptoms and core beliefs and EMSs cannot be determined by results of the 
current study. 
10.8 Future Directions 
More research is needed to determine the validity of the cognitive mediation 
hypothesis for BPD (& other PDs) because this is the theoretical basis for cognitive 
treatments for BPD (& other PDs), which are becoming more and more popular. 
Therefore, it is advised that future research addresses concerns raised by the current 
study, perhaps by using both self-report and interview-based measures of personality 
pathology to decrease over-diagnosing personality pathology thus attenuating 
relationships studied. An approach taken by Lenzenweger et al. (1997) may help in 
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this regard where self-report measures (such as the PDQ4+) are employed as 
screening instruments. In the event of a positive screen for PD, interview based 
measures could then be administered thus reducing clinician time and administrative 
costs. Moreover, a more balanced gender distribution is optimal so that results may be 
more easily generalizable.  
Furthermore, studies examining the cognitive mediation hypothesis for BPD 
(& other PDs) need to, as performed in the current study, assess for commonly 
comorbid psychiatric conditions so that the question of specificity of aetiological 
factors can be answered. Results of the current study suggest that childhood 
maltreatment and childhood family functioning have little specificity to BPD and are 
also true for other axis II and axis I conditions. Hence, future replications are needed. 
To address the concerns in relation to participant sample, perhaps the current 
study may be extended (by incorporating interview & self-report measures) and 
replicated in both a non-clinical and clinical sample in order to test for any differences 
in the cognitive mediation hypothesis and childhood factors. 
In terms of the correlational nature of the current study and the concerns raised 
over retrospective reporting, perhaps longitudinal studies following a large sample of 
children over their lifespan may address both the limitations of the retrospective 
method and the correlational nature of the retrospective method’s results. Finally, in 
addition to the measurement of familial factors, other non-familial factors should be 
considered. For example, Young et al. (2003) hypothesize that peers may have an 
important influence on an individual’s development of EMSs. Hence, peer 
relationships could be examined as well. Other risk factors that could be examined 
concurrently may be socio-economic status, marital status of parents, parental mental 
illness, school performance, and adolescent social status (P. Cohen et al., 2005). 
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10.9 Summary and Conclusion 
In summary, the current study sought to determine whether EMSs and core 
beliefs mediate the relationship between childhood factors (i.e., childhood 
maltreatment & childhood family functioning) and adult BPD symptomatology. 
Results revealed that childhood factors were significantly related to adult BPD 
symptoms. Furthermore, EMSs and core beliefs hypothesized to be related to BPD 
were found to moderately and significantly predict adult BPD symptomatology. 
Finally, consistent with cognitive theories of PD development, these EMSs and core 
beliefs were found to mediate the relationship between childhood factors and BPD 
symptoms. However, the cognitive mediation hypothesis was found to be true for 
other axis I and axis II conditions hence the results were not specific to BPD. Further 
to this, the EMSs and core beliefs identified in the current were not even the most 
strongly related to BPD. Nevertheless, this study provides further support for the 
cognitive mediation hypothesis in BPD. Cognitive factors have now been shown to 
mediate the relationship between childhood factors and adult BPD symptoms in three 
different studies now across clinical and non-clinical samples. Hence, there is now 
growing evidence for cognitive-behavioural formulations of BPD and other PDs. 
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Faculty of Applied Science 
Department of Psychology & Disability Studies 
 
Project Title: Childhood Trauma, Early Family  
Environment and Adult Personality 
 
Investigators: Steven Carr, BApp.Sci (Psych&Psychophys),  
BA (Hons), Assoc. MAPS 
Dr. Andrew Francis, B.Bsc (Hons), Ph.D 
Trish Alteiri, B.Bsc., M.Psych. 
 
About the Study 
 
Thank you for your interest in this study. The aim of this study is to investigate the 
relationship between traumatic childhood events and adult personality. More 
specifically, we aim to examine whether certain childhood events lead the growing 
individual to interpret themselves, others, and the world around them in certain ways 
which then leads to certain personality characteristics. Examining the relationship 
between childhood events and adult personality in this manner is particularly fruitful 
due to the fact that the way in which individuals think about and interpret themselves, 
others, and the world around them is particularly important for psychological 
interventions. Therefore, this research may help in providing better psychological 
treatments for individuals with problematic personality patterns and has been 
approved by the RMIT University Human Research Ethics Committee. 
 
This study is being undertaken by Steven Carr at the Department of Psychology and 
Disability Studies at RMIT University as part of a Professional Doctorate in Clinical 
Psychology. The supervisors for this study are Dr. Andrew Francis (Senior 
Supervisor) and Trish Alteiri (Second Supervisor). 
 
What is Required of You? 
 
As a participant in this study, you will be required to fill in a questionnaire package 
consisting of a variety of psychological measures. This questionnaire package will be 
provided to you in a reply paid envelope so you can fill in the questionnaires in your 
own time and mail back your responses if you so which. Alternatively you may return 
the questionnaires directly to any of the investigators or in a post box provided at 
RMIT University Bundoora or city campuses or Swinburne University Hawthorn or 
Lilydale campuses.   
 
First you will be asked some general questions such as your age, sex, occupation, 
socio-economic status, student status, psychiatric history (i.e., previous treatment of 
psychiatric conditions, medications, inpatient/outpatient treatment), and previous 
hospitalizations for psychological or psychiatric conditions. You will then be asked a 
series of questions relating to current psychological difficulties people may report 
including relationship difficulties, personal difficulties, and self-harm. You will also 
be asked questions relating to your personality. Questions will also be asked of you in 
relation to the views you have of your parents and your family environment in terms 
of when you were growing up as well as some questions of traumatic events you may 
or may not have experienced while growing up (such as physical, emotional, or sexual 
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abuse or childhood neglect). You will then be asked to answer questions in regards to 
the way you see yourself, others and the world around you. Finally, you will be asked 
some questions regarding your current use of alcohol and other drugs and you will be 
asked about any current feelings of anxiety and trauma reactions, depression, and 
attitudes towards your eating habits. 
 
Most of the questions simply require you to circle a response therefore you will not be 
asked to do very much writing. The questionnaire should take approximately 2 to 2 
and a half hours to complete which can be spread over several sittings and there are 
no right or wrong answers.  
 
Upon your return of the questionnaire you will be provided with a 5 dollar 
Woolworths gift voucher which can be collected directly from any of the investigators 
or can be mailed out to you. You are also free to contact any of the investigators to 
obtain individual feedback of your results if you so desire. Finally, participating in 
this study may help you find out more about yourself and your personality. 
 
Confidentiality 
 
Due to the sensitive nature of some of the questions asked to you, confidentiality of 
your responses is particularly important. Some questions in the questionnaire package 
ask about illegal behaviours. Please be reminded that all information you provide to 
us throughout the investigation will be treated confidentially subject to legal 
constraints and will be kept securely in a locked filing cabinet in the Psychology 
Department at RMIT University. This data will be kept for 7 years and you are 
eligible to access information we hold about you during this time.  
 
While you will be asked to provide your name, a contact telephone number, and a 
postal address, this information is required in order to send out questionnaires through 
the mail. Your name, contact telephone number, and postal address will be separated 
from your responses to the psychological measures and no identifying information 
will be included in the data. Only participant codes will be used and only the principal 
investigator, Steven Carr, and the Senior supervisor, Dr. Andrew Francis, will have 
access to these participant codes or other information that potentially identifies you. 
Information pertaining to participant codes will be destroyed after the completion of 
the study. While the psychological measures are not diagnostic, if matters of concern 
arise, one of the investigators may invite you to discuss the results. Alternatively, if 
you are currently receiving treatment from a mental health professional we may seek 
permission from you to discuss any results that raise particular concerns with your 
mental health professional. 
 
While results may be published at a future date, these results will be presented as 
group data and will not include any personal identifying information. You are 
reminded that participation in this study is completely voluntary and you are free to 
withdraw your consent at any time. 
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Possible Adverse Distress 
 
Since the questionnaire asks some personal questions, it may raise some concerns for 
you. If you would like to discuss them with a counsellor or psychologist, please feel 
free to contact any of the investigators and we will provide you with information of 
counsellors or other mental health professionals whom you can contact. One of the 
investigators will discuss your concerns with you confidentially and suggest 
appropriate follow-up if necessary. Alternatively you could contact the RMIT 
University Psychology Clinic on 9925 7603 or Dr. Ray Wilks on 9925 7722. 
 
Thank you for taking the time to find out about this study. Please do not hesitate to 
contact Steven Carr, Dr. Andrew Francis or Trish Altieri if you require further 
information, if you want feedback of results from the psychological measures, or if 
you have any concerns about any aspect of your participation. If you agree to 
participate in this study please sign the consent form provided in the questionnaire 
package. 
 
 
Steven Carr 
B.App.Sci. (Psych & Psychophys), BA (Hons), Assoc MAPS 
Principle Investigator 
Telephone:    9925 7376 
Email:     s9805436@rmit.edu.au 
 
 
Dr. Andrew Francis 
B.Bsc. (Hons), Ph.D. 
Senior Supervisor 
Telephone:    9925 7782 
Email:     andrew.francis@rmit.edu.au 
 
Trish Altieri 
B.Ssc., M.Psych. 
Second Supervisor 
Telephone:    9925 7475 
Email:     trish.altieri@rmit.edu.au 
 
 
 
 
Any queries or complaints about your participation in this project may be directed to 
the Secretary, RMIT Human Research Ethics Committee, RMIT, GPO Box 2476V, 
Melbourne Vic 3001. The telephone number is (03) 9925 1745. Details of the 
complaints procedure are available from the above address. 
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Prescribed Consent Form For Persons Participating In Research Projects Involving 
Interviews, Questionnaires or Disclosure of Personal Information 
1. I have received a statement explaining the questionnaire involved in this 
project. 
 
2. I consent to participate in the above project, the particulars of which - 
including details of the questionnaires - have been explained to me. 
 
3. I authorise the investigator or his or her assistant to administer a questionnaire. 
 
4. I acknowledge that: 
 
Having read Plain Language Statement, I agree to the general purpose, methods and 
demands of the study. 
I have been informed that I am free to withdraw from the project at any time and to 
withdraw any unprocessed data previously supplied. 
The project is for the purpose of research and/or teaching. It may not be of direct 
benefit to me. 
The privacy of the personal information I provide will be safeguarded and only 
disclosed where I have consented to the disclosure or as required by law.   
The security of the research data is assured during and after completion of the study.  
The data collected during the study may be published, and a report of the project 
outcomes will be provided to RMIT University.   Any information which will identify 
me will not be used. 
If I am currently receiving treatment from a mental health professional, I give 
permission to the investigators to discuss any results that may raise some concern with 
my mental health professional. 
Participant’s Consent 
 
 
FACULTY OF Applied Science 
DEPARTMENT OF Psychology and Disability Studies 
Name of participant:  
Project Title: Childhood Trauma, Early Family Environment and Adult 
Personality 
  
Name(s) of investigators:    
(1) 
Steven Carr Phone: 9925 7376 
(2) Andrew Francis Phone: 9925 7782 
Name:  Date
: 
 
(Participant) 
Name:  Date
: 
 
(Witness to signature) 
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Any complaints about your participation in this project may be directed to the 
Secretary, RMIT Human Research Ethics Committee, University Secretariat, RMIT, 
GPO Box 2476V, Melbourne, 3001.  The telephone number is (03) 9925 1745.   
Details of the complaints procedure are available from the above address. 
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Childhood Trauma, Early Family Environment and Adult 
Personality 
 
 
 
 
If found Please Return to: 
 
Steven Carr   OR 
Dr. Andrew Francis OR 
Trish Altieri 
AT: 
 
RMIT University 
Psychology and Disability Studies 
Bundoora Campus 
P.O. Box 71 
BUNDOORA, VICTORIA 3083 
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Please answer the following questions: 
 
Gender:  MALE   FEMALE 
 
 
How Old Are You?     years 
 
 
Are You a Student?  YES  NO If YES,    F/T  P/T 
 
 
 
Are You Currently Working?  YES  NO If YES,    F/T P/T 
 
 
If YES, What is Your Occupation?       
           
            
 
 
 
Have You Ever Received Psychiatric or Psychological Treatment for Emotional, 
Personal, or Relationship Difficulties?  YES  NO 
 
 
If YES, Could You Please Briefly Specify What This Treatment Was For? 
 
           
           
           
            
 
  
Have You Ever Been Hospitalized for A Psychiatric or Psychological Condition?
  YES  NO 
 
 
Have You Ever Been Prescribed Medication For A Psychiatric or Psychological 
Condition?  YES  NO 
 
If YES, Could You Briefly Specify What This Was For and What Type of 
Medication/s You Were Prescribed? 
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DRUG USE QUESTIONNAIRE (DAST-10) 
 
 
The following questions concern information about your potential involvement with drugs excluding 
alcohol and tobacco during the past 12 months.  Carefully read each statement and decide if your 
answer is "No" or "Yes".  Then, fill in the appropriate box beside the question. 
 
When the words "drug abuse" are used, they mean the use of prescribed or over-the-counter in excess 
of the directions and any non-medical use of drugs.  The various classes of drugs may include:  
cannabis (e.g., marijuana, hash), solvents, tranquilizers (e.g., Valium), barbiturates, cocaine, stimulants 
(e.g., speed), hallucinogens (e.g., LSD) or narcotics (e.g., heroin).  Remember that the questions do 
not include alcohol or tobacco. 
 
Please answer every question.  If you have difficulty with a statement, then choose the response that is 
mostly right. 
 
 
 
These questions refer to the past 12 months  No Yes 
  1. Have you used drugs other than those required for medical reasons?.............................................................. 
O O 
  2. Do you abuse more than one drug at a time?........................................................................................................... 
O O 
  3. Are you always able to stop using drugs when you want to?............................................................................... 
O O 
  4. Have you had "blackouts" or "flashbacks" as a result of drug use?..................................................................... 
O O 
  5. Do you ever feel bad or guilty about your drug use?............................................................................................... 
O O 
  6. Does your spouse (or parents) ever complain about your involvement with drugs?.................................... 
O O 
  7. Have you neglected your family because of your use of drugs?........................................................................... 
O O 
  8. Have you engaged in illegal activities in order to obtain drugs?........................................................................... 
O O 
  9. Have you ever experienced withdrawal symptoms (felt sick) when you stopped taking drugs?............... 
O O 
10.  Have you had medical problems as a result of your drug use (e.g., memory loss, hepatitis, convulsions, 
bleeding, etc.)?............................................................................................................................................. 
O O 
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A-U-D-I-T 
This questionnaire looks at alcohol intake and it’s effects. There are no right or wrong answers, 
just circle the answer that is correct for you. 
1) How often do you have a drink containing alcohol? 
Never Monthly or Less   Two to Four Times/Month  Two to Three Times/ Week 
  
Four+ Times/ Week 
2) How many drinks containing alcohol do you have on a typical day when you are drinking? 
None One or Two Three or Four Five or Six Seven to Nine Ten or More 
3) How often do you have six or more drinks on one occasion? 
Never Less than Monthly Monthly  Weekly  Daily or Almost Daily 
4) How often during the last year have you found that you were unable to stop drinking once you 
had started? 
Never Less than Monthly Monthly  Weekly  Daily or Almost Daily 
5) How often during the last year have you failed to do what was normally expected from you 
because of drinking? 
Never Less than Monthly Monthly  Weekly  Daily or Almost Daily 
6) How often during the last year have you needed a first drink in the morning to get going after 
a heavy drinking session? 
Never Less than Monthly Monthly  Weekly  Daily or Almost Daily 
7) How often during the last year have you had a feeling of guilt or remorse after drinking? 
Never Less than Monthly Monthly  Weekly  Daily or Almost Daily 
8) How often during the last year have you been unable to remember the night before because 
you had been drinking? 
Never Less than Monthly Monthly  Weekly  Daily or Almost Daily 
9) Have you or someone else been injured as the result of your drinking? 
No Yes, but not in the last 6 months  Yes, during the last 6 months 
10) Has a relative, friend, or health professional been concerned about your drinking or 
suggested you cut down? 
No Yes, but not in the last 6 months  Yes, during the last 6 months 
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EAT-26  
  Always Usually Often Sometimes Rarely Never 
1 Am terrified about being 
overweight 
O O O O O O 
2 Avoid eating when I am 
hungry          
O O O O O O 
3 Find myself preoccupied 
with food 
O O O O O O 
4 Have gone on eating 
binges where I feel that I 
may not be able to stop 
O O O O O O 
5 Cut my food into small 
pieces              
O O O O O O 
6 Aware of the calorie 
content of foods that I 
eat 
O O O O O O 
7 Particularly avoid foods 
with a high carbohydrate 
content (i.e. bread, rice, 
potatoes, etc.) 
O O O O O O 
8 Feel that others would 
prefer if I ate more 
O O O O O O 
9 Vomit after I have eaten                      O O O O O O 
10 Feel extremely guilty 
after                  
eating 
O O O O O O 
11 Am preoccupied with a 
desire to be thinner 
O O O O O O 
12 Think about burning up 
calories when I exercise 
O O O O O O 
13 Other people think that I 
am too thin 
O O O O O O 
14 Am preoccupied with the  
thought of having fat on 
my  
body 
O O O O O O 
15 Take longer than others 
to eat my meals 
O O O O O O 
16 Avoid foods with sugar 
in them 
O O O O O O 
17 Eat diet foods O O O O O O 
18 Feel that food controls 
my life 
O O O O O O 
19 Display self-control 
around food 
O O O O O O 
20 Feel that others pressure 
me to eat 
O O O O O O 
21 Give too much time and 
thought to food 
O O O O O O 
22 Feel uncomfortable after 
eating sweets 
O O O O O O 
23 Engage in dieting 
behaviour 
O O O O O O 
24 Like my stomach to be 
empty 
O O O O O O 
25 Enjoy trying new rich 
foods 
O O O O O O 
26 Have the impulse to 
vomit after meals 
O O O O O O 
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PTSD Checklist-Civilian (PCL-C) 
 
Instructions: Below is a list of problems and complaints that people sometimes have in 
response to stressful life experiences. Please read each one carefully, then circle one of the 
numbers to the right to indicate how much you have been bothered by that problem in the 
past month. 
 
 
  Not at 
All 
A Little 
Bit 
Moderately 
Quite a 
Bit 
Extremely 
1. Repeated, disturbing memories, 
thoughts, or images of a stressful 
experience from the past? 
 
1 2 3 4 5 
2. Repeated, disturbing dreams of a 
stressful experience from the past? 
 
1 2 3 4 5 
3. Suddenly acting or feeling as if a 
stressful experience from the past 
were happening again (as if you 
were reliving it)? 
 
1 2 3 4 5 
4. Feeling very upset when something 
reminded you of a stressful 
experience from the past? 
 
1 2 3 4 5 
5. Having physical reactions (e.g., 
heart pounding, trouble breathing, 
sweating) when something reminded 
you of a stressful experience from 
the past? 
 
1 2 3 4 5 
6. Avoiding thinking or talking about a 
stressful experience from the past or 
avoiding having feelings related to 
it? 
 
1 2 3 4 5 
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  Not at 
All 
A Little 
Bit 
Moderately 
Quite a 
Bit 
Extremely 
7. Avoiding activities or situations 
because they remind you of a 
stressful experience from the past? 
 
1 2 3 4 5 
8. Trouble remembering important 
parts of a stressful experience from 
the past? 
 
1 2 3 4 5 
9. Loss of interest in activities that you 
used to enjoy? 
 
1 2 3 4 5 
10. Feeling distant or cut off from other 
people? 
 
1 2 3 4 5 
11. Feeling emotionally numb or being 
unable to have loving feelings for 
those close to you? 
 
1 2 3 4 5 
12. Feeling as of your future somehow 
will be cut short? 
 
1 2 3 4 5 
13. Trouble falling or staying asleep? 
 
1 2 3 4 5 
14. Feeling irritable or having angry 
outbursts? 
 
1 2 3 4 5 
15. Having difficulty concentrating? 
 
1 2 3 4 5 
16. Being “superalert” or watchful or on 
guard? 
 
1 2 3 4 5 
17. Feeling jumpy or easily startled? 
 
1 2 3 4 5 
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Colorado Self-Report Measure of Family Functioning 
  
The following items are ways one may describe their families. For each statement please 
indicate how true the statement was of your family as you were growing up. 
 
  Very 
Untrue 
of My 
Family 
Fairly 
Untrue 
of My 
Family 
Fairly 
True of 
My 
Family 
Very 
True of 
My 
Family 
1. Family members really helped and supported one 
another 
 
1 2 3 4 
2. Family members felt free to say what was on their minds 
 
1 2 3 4 
3. We fought a lot in our family 
 
1 2 3 4 
4. We rarely went to lectures, plays, or concerts 
 
1 2 3 4 
5. We often went to movies, sports events, camping, etc. 
 
1 2 3 4 
6. Family members attended church, synagogue, or Sunday 
School fairly often 
 
1 2 3 4 
7. It was often hard to find things when you needed them 
in our household 
 
1 2 3 4 
8. We were full of life and good spirits 
 
1 2 3 4 
9. We encouraged each other to develop in his or her own 
individual way 
 
1 2 3 4 
10. I didn’t think any family could live together with greater 
harmony than my family 
 
1 2 3 4 
11. It was difficult to keep track of what other family 
members were doing 
 
1 2 3 4 
12. Family members made the rules together 
 
1 2 3 4 
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  Very 
Untrue 
of My 
Family 
Fairly 
Untrue 
of My 
Family 
Fairly 
True of 
My 
Family 
Very 
True of 
My 
Family 
13. Members of our family could get away with almost 
anything 
 
1 2 3 4 
14. Parents made all of the important decisions in our family 
 
1 2 3 4 
15. Family members found it hard to get away from each 
other 
 
1 2 3 4 
16. There was a feeling of togetherness in our family 
 
1 2 3 4 
17. Our family did not discuss its problems 
 
1 2 3 4 
18. Family members sometimes got so angry they threw 
things 
 
1 2 3 4 
19. We rarely had intellectual discussions 
 
1 2 3 4 
20. Everyone in our family had a hobby or two 
 
1 2 3 4 
21. We didn’t say prayers in our family 
 
1 2 3 4 
22. Being on time was very important in our family 
 
1 2 3 4 
23. Our family enjoyed being around other people 
 
1 2 3 4 
24. We were satisfied with the way in which we lived 
 
1 2 3 4 
25. I didn’t think anyone could possibly be happier than my 
family and I when we were together 
 
1 2 3 4 
26. In our family we knew where all family members were 
at all times 
 
1 2 3 4 
27. Family members felt they had no say in solving 
problems 
 
1 2 3 4 
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  Very 
Untrue 
of My 
Family 
Fairly 
Untrue 
of My 
Family 
Fairly 
True of 
My 
Family 
Very 
True of 
My 
Family 
28. Family members were not punished or reprimanded 
when they did something wrong 
 
1 2 3 4 
29. There was strict punishment for breaking rules in our 
family 
 
1 2 3 4 
30. It was difficult for family members to take time away 
from the family 
 
1 2 3 4 
31. Our family didn’t do things together 
 
1 2 3 4 
32. Family members discussed problems and usually felt 
good about the solutions 
 
1 2 3 4 
33. Family members hardly ever lost their tempers 
 
1 2 3 4 
34. Watching TV was more important than reading in our 
family 
 
1 2 3 4 
35. Family members were not very involved in recreational 
activities outside work or school  
 
1 2 3 4 
36. We often talked about the religious meaning of 
Christmas, Passover or other holidays 
 
1 2 3 4 
37. Family members made sure their rooms were neat 
 
1 2 3 4 
38. Socializing with other people often made my family 
uncomfortable 
 
1 2 3 4 
39. Our decisions were not our own, but were forced upon 
us by things beyond our control 
 
1 2 3 4 
40. My family had all the qualities I wanted in a family 
 
1 2 3 4 
41. Family members did not check with each other when 
making decisions 
 
1 2 3 4 
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  Very 
Untrue 
of My 
Family 
Fairly 
Untrue 
of My 
Family 
Fairly 
True of 
My 
Family 
Very 
True of 
My 
Family 
42. Each family member had at least some say in major 
family decisions 
 
1 2 3 4 
43. It was unclear what would happen if rules were broken 
in our family 
 
1 2 3 4 
44. Family members were severely punished for anything 
they did wrong 
 
1 2 3 4 
45. Family members felt pressured to spend most free time 
together 
 
1 2 3 4 
46. We really got along well with each other 
 
1 2 3 4 
47. In our family it was important for everyone to express 
their opinion 
 
1 2 3 4 
48. Family members sometimes hit each other 
 
1 2 3 4 
49. Family members really liked music, art, and literature 
 
1 2 3 4 
50. Family members sometimes attended courses or took 
lessons for some hobby or interest 
 
1 2 3 4 
51. We didn’t believe in heaven or hell 
 
1 2 3 4 
52. Dishes were usually done immediately after eating 
 
1 2 3 4 
53. As a family, we had a large number of friends 
 
1 2 3 4 
54. Our family had more than its share of bad luck 
 
1 2 3 4 
55. Our family was as well adjusted as any family in this 
world could have been 
 
1 2 3 4 
56. Family members were extremely independent 
 
1 2 3 4 
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  Very 
Untrue 
of My 
Family 
Fairly 
Untrue 
of My 
Family 
Fairly 
True of 
My 
Family 
Very 
True of 
My 
Family 
57.  Parents and children in our family discussed together the 
mode of punishment 
 
1 2 3 4 
58. It was hard to know what the rules were in our family 
because they always changed 
 
1 2 3 4 
59. They were very few rules in our family 
 
1 2 3 4 
60. Family members felt guilty if they wanted to spend 
some time alone 
 
1 2 3 4 
61. Family members seemed to avoid contact with each 
other when at home 
 
1 2 3 4 
62. We didn’t tell each other about our personal problems 
 
1 2 3 4 
63. Family members rarely criticized each other 
 
1 2 3 4 
64. We were very interested in cultural activities 
 
1 2 3 4 
65. Friends rarely came over for dinner or to visit 
 
1 2 3 4 
66. The Bible was a very important book in our home 
 
1 2 3 4 
67. We were generally pretty sloppy around the house 
 
1 2 3 4 
68. Our family liked having parties 
 
1 2 3 4 
69. My family felt they had very little influence over the 
things that happened to them 
 
1 2 3 4 
70. My family could have been happier then it was 
 
1 2 3 4 
71. Family members were expected to have the approval of 
others before making decisions 
 
1 2 3 4 
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  Very 
Untrue 
of My 
Family 
Fairly 
Untrue 
of My 
Family 
Fairly 
True of 
My 
Family 
Very 
True of 
My 
Family 
72. In our family, parents did not check with the children 
before making important decisions 
 
1 2 3 4 
73. There was strong leadership in our family 
 
1 2 3 4 
74. Nobody ordered anyone around in our family 
 
1 2 3 4 
75. It seemed like there was never any place to be alone in 
our house 
 
1 2 3 4 
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CTQ – Copyright Questionnaire Items of Questionnaire Omitted 
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Personality Belief Questionnaire 
The following are a list of thoughts people have about themselves, others and the world. For 
each item, please indicate the extent to which you believe it is true for yourself by circling the 
numbers on the right. 
 
  
I Don’t 
Believe 
it at all 
I 
Believe 
it a 
little 
I Believe it 
moderately 
I 
Believe 
it a lot 
I 
Believe 
it totally 
1. If people get close to me, they will 
discover the “real” me and reject me 
 
0 1 2 3 4 
2. Unpleasant feelings will escalate and 
get out of control 
 
0 1 2 3 4 
3. Any signs of tension in a relationship 
indicate the relationship has gone bad; 
therefore I should cut it off 
 
0 1 2 3 4 
4. I am needy and weak 
 
0 1 2 3 4 
5. I need somebody around available at 
all times to help me to carry out what I 
need to do or in case something bad 
happens 
 
0 1 2 3 4 
6. I am helpless when left on my own 
 
0 1 2 3 4 
7. I can’t cope as other people can 
 
0 1 2 3 4 
8. People will get at me if I don’t get at 
them first 
 
0 1 2 3 4 
9. People will pay attention only if I act in 
extreme ways 
 
0 1 2 3 4 
10. I cannot trust other people 
 
0 1 2 3 4 
11. I have to be on guard at all times 
 
0 1 2 3 4 
12. People will take advantage of me if I 
give them the chance 
 
0 1 2 3 4 
13. People often say one thing and mean 
something else 
 
0 1 2 3 4 
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I Don’t 
Believe 
it at all 
I 
Believe 
it a 
little 
I Believe it 
moderately 
I 
Believe 
it a lot 
I 
Believe 
it totally 
14. A person whom I am close to could be 
disloyal or unfaithful 
 
0 1 2 3 4 
15. I will always be alone 
 
0 1 2 3 4 
16. There is no one who really cares about 
me, who will be available to help me, 
and whom I can fall back on 
 
0 1 2 3 4 
17. If others really get to know me, they 
will find me rejectable and will not be 
able to love me; and they will leave me 
 
0 1 2 3 4 
18. I can’t manage it by myself, I need 
someone I can fall back on 
 
0 1 2 3 4 
19. I have to adapt my needs to other 
people’s wishes, otherwise they will 
leave me or attack me 
 
0 1 2 3 4 
20. I have no control of myself 
 
0 1 2 3 4 
21. I can’t discipline myself 
 
0 1 2 3 4 
22. I don’t really know what I want 
 
0 1 2 3 4 
23. I need to have complete control of my 
feelings otherwise things go 
completely wrong 
 
0 1 2 3 4 
24. I am an evil person and I need to be 
punished for it 
 
0 1 2 3 4 
25. If someone fails to keep a promise, that 
person can no longer be trusted 
 
0 1 2 3 4 
26. I will never get what I want 
 
0 1 2 3 4 
27. If I trust someone, I run a great risk of 
getting hurt or disappointed 
 
0 1 2 3 4 
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I Don’t 
Believe 
it at all 
I 
Believe 
it a 
little 
I Believe it 
moderately 
I 
Believe 
it a lot 
I 
Believe 
it totally 
28. My feelings and opinions are 
unfounded 
 
0 1 2 3 4 
29. If you comply with someone’s request, 
you run the risk of loosing yourself 
 
0 1 2 3 4 
30. If you refuse someone’s request, you 
run the risk of loosing that person 
 
0 1 2 3 4 
31. Other people are evil and abuse you 
 
0 1 2 3 4 
32. I’m powerless and vulnerable and I 
can’t protect myself 
 
0 1 2 3 4 
33. If other people really get to know me 
they will find me rejectable 
 
0 1 2 3 4 
34. Other people are not willing or helpful 
 
0 1 2 3 4 
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YSQ - S1 
 
INSTRUCTIONS: 
 
Listed below are statements that a person might use to describe himself or herself.  Please 
read each statement and decide how well it describes you. When you are not sure, base your 
answer on what you emotionally feel, not on what you think to be true.  Choose the highest 
rating from 1 to 6 that describes you and write the number in the space before the statement. 
  
 
 
RATING SCALE: 
 
1 = Completely untrue of me                 
 
2 = Mostly untrue of me                 
 
3 = Slightly more true than untrue            
 
4 = Moderately true of me 
 
5 = Mostly true of me 
 
6 = Describes me perfectly  
 
 
1. _____ Most of the time, I haven't had someone to nurture me, share him/herself with me, 
or care deeply about everything that happens to me. 
 
2. _____ In general, people have not been there to give me warmth, holding, and affection. 
 
3. _____ For much of my life, I haven't felt that I am special to someone.  
 
4. _____ For the most part, I have not had someone who really listens to me, understands 
me, or is tuned into my true needs and feelings.  
 
5. _____ I have rarely had a strong person to give me sound advice or direction when I'm not 
sure what to do. 
 
*ed 
 
6. _____ I find myself clinging to people I'm close to, because I'm afraid they'll leave me. 
 
7.______I need other people so much that I worry about losing them. 
 
8. _____ I worry that people I feel close to will leave me or abandon me. 
 
9. _____ When I feel someone I care for pulling away from me, I get desperate.  
 
10. _____ Sometimes I am so worried about people leaving me that I drive them away.  
 
*ab 
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11. _____ I feel that people will take advantage of me.  
 
12.______I feel that I cannot let my guard down in the presence of other people, or else they 
will intentionally hurt me. 
 
13.______It is only a matter of time before someone betrays me. 
 
14. _____ I am quite suspicious of other people's motives. 
 
15. _____ I'm usually on the lookout for people's ulterior motives. 
 
*ma 
 
16. _____ I don't fit in. 
 
17. _____ I'm fundamentally different from other people. 
 
18. _____ I don't belong; I'm a loner.  
 
19. _____ I feel alienated from other people.  
 
20. _____ I always feel on the outside of groups. 
 
*si 
 
21. _____ No man/woman I desire could love me one he/she saw my defects.   
 
22. _____ No one I desire would want to stay close to me if he/she knew the real me.    
 
23. _____ I'm unworthy of the love, attention, and respect of others.  
 
24. _____ I feel that I'm not lovable.  
 
25. _____ I am too unacceptable in very basic ways to reveal myself to other people.  
*ds 
 
26. _____ Almost nothing I do at work (or school) is as good as other people can do.   
 
27. _____ I'm incompetent when it comes to achievement. 
 
28. _____ Most other people are more capable than I am in areas of work and achievement.  
 
29. _____ I'm not as talented as most people are at their work. 
 
30. _____ I'm not as intelligent as most people when it comes to work (or school).  
 
*fa 
 
31. _____ I do not feel capable of getting by on my own in everyday life. 
 
32. _____ I think of myself as a dependent person, when it comes to everyday functioning. 
 
33. _____ I lack common sense. 
 
34. _____ My judgment cannot be relied upon in everyday situations. 
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35. _____ I don't feel confident about my ability to solve everyday problems that come up. 
 
*di 
 
36. _____ I can't seem to escape the feeling that something bad is about to happen. 
 
37. _____ I feel that a disaster (natural, criminal, financial, or medical) could strike at any 
moment. 
 
38. _____ I worry about being attacked. 
 
39. _____ I worry that I'll lose all my money and become destitute. 
 
40. _____ I worry that I'm developing a serious illness, even though nothing serious has been 
diagnosed by a physician. 
 
*vh 
 
41. _____I have not been able to separate myself from my parent(s), the way other people 
my age seem to. 
 
42. _____ My parent(s) and I tend to be overinvolved in each other's lives and problems. 
 
43. _____ It is very difficult for my parent(s) and me to keep intimate details from each 
other, without feeling betrayed or guilty. 
 
44. _____ I often feel as if my parent(s) are living through me--I don't have a life of my own. 
 
45. _____I often feel that I do not have a separate identity from my parent(s) or partner. 
 
*em 
 
46. _____ I think that if I do what I want, I'm only asking for trouble. 
 
47. _____ I feel that I have no choice but to give in to other people's wishes, or else they will 
retaliate or reject me in some way. 
 
48. _____ In relationships, I let the other person have the upper hand. 
 
49. _____ I've always let others make choices for me, so I really don't know what I want for 
myself. 
 
50. _____ I have a lot of trouble demanding that my rights be respected and that my feelings 
be taken into account. 
 
*sb 
 
51. _____ I'm the one who usually ends up taking care of the people I'm close to. 
 
52. _____ I am a good person because I think of others more than of myself. 
 
53. _____ I'm so busy doing for the people that I care about, that I have little time for myself. 
 
54. _____ I've always been the one who listens to everyone else's problems. 
 
55. _____ Other people see me as doing too much for others and not enough for myself. 
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*ss 
 
56. _____ I am too self-conscious to show positive feelings to others (e.g., affection, 
showing I care). 
 
57. _____ I find it embarrassing to express my feelings to others. 
 
58. _____ I find it hard to be warm and spontaneous. 
 
59. _____ I control myself so much that people think I am unemotional. 
 
60. _____ People see me as uptight emotionally. 
 
*ei 
 
61. _____ I must be the best at most of what I do; I can't accept second best.  
 
62. _____ I try to do my best; I can't settle for "good enough."  
 
63. _____ I must meet all my responsibilities. 
 
64. _____ I feel there is constant pressure for me to achieve and get things done. 
 
65. _____ I can't let myself off the hook easily or make excuses for my mistakes. 
 
*us 
 
66. _____ I have a lot of trouble accepting "no" for an answer when I want something from 
other people. 
 
67. _____ I'm special and shouldn't have to accept many of the restrictions placed on other 
people. 
 
68. _____ I hate to be constrained or kept from doing what I want. 
 
69. _____ I feel that I shouldn't have to follow the normal rules and conventions other people 
do.  
 
70. _____ I feel that what I have to offer is of greater value than the contributions of others. 
 
*et 
 
71. _____ I can't seem to discipline myself to complete routine or boring tasks. 
 
72. _____ If I can't reach a goal, I become easily frustrated and give up. 
 
73. _____ I have a very difficult time sacrificing immediate gratification to achieve a long-
range goal. 
 
74. _____ I can't force myself to do things I don't enjoy, even when I know it's for my own 
good. 
 
75. _____ I have rarely been able to stick to my resolutions. 
 
*is 
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PDQ-4+ 
Instructions 
 
The purpose of this questionnaire is for you to describe the kind of person you are. When 
answering the questions, think about how you have tended to feel, think, and act over the past 
several years. To remind you of this, on the top of each page you will find the statement: 
“Over the past several years...” 
 
Please answer either True or False to each item.  
Where: 
T (True) means that the statement is generally true for you. 
 
F(False) means that the statement is generally false for you. 
 
Even if you are not entirely sure about the answer, indicate “T” or “F” for every question. 
 
For example, for the question: 
 xx.   I tend to be stubborn.   T F 
 
If, in fact you have been stubborn over the past several years, you would answer True by 
circling T. 
 
If, this was not true at all for you, you would answer False by circling F. 
 
There are no correct answers. 
 
You make take as much time as you wish. 
 
 
 Over the Past Several Years………………………… 
 
  1. I avoid working with others who may  T F      
    criticize me. 
 
 
   2. I can’t  make decisions without the  T F  
    advice, or reassurance, of others. 
 
 
   3. I often get lost in details and lose   T F 
    sight of the “big picture.” 
 
   4. I need to be the center of attention.  T F 
 
 
   5. I have accomplished far more than  T F   
    others give me credit for. 
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Over the Past Several Years………………………… 
    
   6. I’ll go to extremes to prevent those  T F  
    who I love from ever leaving me. 
 
   7. Others have complained that I do not   T F 
    keep up with my work or commitments. 
 
 
     8. I’ve been in trouble with the law   T F 
    several times (or would have been  
    if I had been caught). 
 
 
     9. Spending time with family or friends  T F  
    just doesn’t interest me. 
 
 
   10. I get special messages from things  T F  
    happening around me. 
 
 
   11. I know that people will take advantage  T F  
    of me, or try to cheat me, if I let them. 
 
 
   12. Sometimes I get upset.    T F 
 
 
 
   13. I make friends with people only when   T F 
    I am sure they like me. 
 
 
   14. I am usually depressed.    T F 
 
 
   15. I prefer that other people assume  T F 
    responsibility for me.  
 
 
   16. I waste time trying to make things  T F  
    too perfect.  
 
  
   17. I am “sexier” than most people.   T F 
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Over the Past Several Years………………………… 
    
   18. I often find myself thinking about   T F 
    how great a person I am, or will be. 
 
 
   19. I either love someone or hate them,  T F 
    with nothing in between. 
 
 
   20. I get into a lot of physical fights.  T F 
 
 
   21. I feel that others don’t understand  T F 
    or appreciate me. 
 
   22. I would rather do things by myself   T F 
    than with other people. 
 
 
   23. I have the ability to know that some  T F 
    things will happen before they  
    actually do. 
 
 
   24. I often wonder whether the people   T F 
    I know can really be trusted. 
 
   25. Occasionally I talk about people   T F 
    behind their backs. 
 
   26. I am inhibited in my intimate   T F 
     relationships because I am afraid  
    of being ridiculed. 
 
 
   27. I fear losing the support of others   T F 
    if I disagree with them. 
 
 
   28. I have many shortcomings.   T F 
 
 
   29. I put my work ahead of being with  T F 
    my family or friends or having fun. 
 
 
   30. I show my emotions easily.   T F 
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   31. Only certain special people can   T F 
    really appreciate and understand me. 
 
 
   32. I often wonder who I really am.   T F 
  
 
   33. I have difficulty paying bills because  T F 
    I don’t stay at any one job for very long. 
 
 
   34. Sex just doesn’t interest me.   T F 
 
 
   35. Others consider me moody and    T F 
    “hot tempered.” 
 
 
   36. I can often sense, or feel things,   T F 
    that others can’t. 
 
 
   37. Others will use what I tell them    T F 
    against me. 
  
 
   38. There are some people I don’t like.  T F 
 
 
   39. I am more sensitive to criticism or  T F 
    rejection than most people. 
 
 
   40. I find it difficult to start something   T F 
    if I have to do it by myself.  
 
 
   41. I have a higher sense of morality  T F  
    than other people. 
 
 
   42. I am my own worst critic.   T F 
 
 
   43. I use my “looks” to get the attention  T F 
     that I need.  
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   44. I very much need other people   T F 
    to take notice of me or compliment me. 
 
 
   45. I have tried to hurt or kill myself.  T F 
  
 
   46. I do a lot of things without considering   T F 
    the consequences. 
  
 
   47. There are few activities that I have  T F 
     any interest in.  
 
 
   48. People often have difficulty    T F 
    understanding what I say. 
 
    
   49. I object to supervisors telling me  T F 
    how I should do my job. 
 
 
   50. I keep alert to figure out the real   T F 
    meaning of what people are saying. 
 
 
   51. I have never told a lie.    T F 
  
 
   52. I am afraid to meet new people   T F 
    because I feel inadequate. 
  
 
   53. I want people to like me so much  T F 
    that I volunteer to do things that  
    I’d rather not do. 
 
 
   54. I have accumulated lots of things   T F 
    that I don’t need but I can’t bear to 
    throw out. 
 
 
   55. Even  though I talk a lot, people   T F 
    say that I have trouble getting to 
    the point. 
    
 
 
 
 
  
286
Over the Past Several Years………………………… 
 
   56. I worry a lot.     T F 
 
 
   57. I expect other people to do favors for   T F 
    me even though I do not usually  
    do favors for them. 
 
 
   58. I am a very moody person.   T F 
 
 
   59. Lying comes easily to me and   T F  
    I often do it.  
 
 
   60. I am not interested in having   T F  
    close friends. 
 
    
   61. I am often on guard against    T F 
    being taken advantage of. 
 
 
   62. I never forget, or forgive,   T F 
    those who do me wrong. 
 
   63. I  resent those who have more   T F 
    “luck”  than I. 
 
   64. A nuclear war may not be such   T F 
    a bad idea. 
 
 
   65. When alone, I feel helpless and    T F 
    unable to care for myself. 
 
 
   66. If others can’t do things correctly,   T F  
    I would prefer to do them myself. 
 
 
 
   67. I have a flair for the dramatic.   T F 
 
  
   68. Some people think that I take    T F 
    advantage of others.  
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   69. I feel that my life is dull and   T F  
    meaningless. 
 
 
   70. I am critical of others.    T F 
 
 
   71. I don’t care what others have to say   T F 
    about me.  
 
 
   72. I have difficulties relating to others   T F 
    in a one-to-one situation. 
 
 
 
   73. People have often complained that   T F 
    I did not realize that they were upset. 
 
 
   74. By looking at me, people might think   T F 
    that I’m pretty odd, eccentric or weird. 
 
 
   75. I enjoy doing risky things.   T F 
 
 
   76. I have lied a lot on this questionnaire.  T F 
 
 
   77. I complain a lot about my hardships.  T F 
 
 
   78. I have difficulty controlling my anger,   T F 
    or temper. 
 
 
   79. Some people are jealous of me.   T F 
 
  
   80. I am easily influenced by others.  T F 
 
 
   81. I see myself as thrifty but others   T F 
    see me as being cheap. 
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   82. When a close relationship ends,    T F 
    I need to get involved with someone  
    else immediately. 
 
 
   83. I suffer from low self esteem.   T F 
 
 
   84. I am a pessimist.    T F 
 
 
   85. I waste no time in getting back    T F 
    at people who insult me.  
 
  
   86. Being around other people   T F 
    makes me nervous.  
 
 
   87. In new situations, I fear being    T F 
    embarrassed.  
 
 
   88. I am terrified of being left   T F  
    to care for myself. 
  
 
   89. People complain that I’m    T F 
    “stubborn as a mule.” 
  
 
   90. I take relationships more   T F  
    seriously than do those who  
    I’m involved with. 
 
 
   91. I can be nasty with someone one   T F 
    minute, then find myself apologizing 
    to them the next minute. 
 
 
   92. Others consider me to be stuck up.  T  F 
 
 
   93. When stressed, things happen. Like   T F 
    I get paranoid or just “black out.” 
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   94. I don’t care if others get hurt so long   T F 
    as I get what I want.  
    
 
   95. I keep my distance from others.   T F 
  
 
    
 
   96. I often wonder whether my wife   T F 
    (husband, girlfriend, or boyfriend)  
    has been unfaithful to me. 
 
 
   97. I often feel guilty.    T F 
 
 
   98. I have done things on impulse    T F 
    (such as those below ) that could have  
    gotten me into trouble. 
 
 Check all that apply to you: 
 
 a.  Spending more money than I have       
 b.  Having sex with people I hardly know     
 c.  Drinking too much                                   
 d.  Taking drugs                                           
 e.  Eating binges                                          
 g.  Reckless driving                                      
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
99.  When I was a kid (before age 15),    T       F 
 I was somewhat of a juvenile delinquent,  
 doing some of the things below 
  
 Now, Check all that apply to you: 
 (1)  I was considered a bully. . . . . . . . . . . . . . . .       
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 (2)  I used to start fights with other kids. . . . . . . .    
 (3)  I used a weapon in fights that I had. . . . . . . .    
 (4)  I robbed or mugged other people. . . . . . . . .    
 (5)  I was physically cruel to other people. . . . . .     
 (6)  I was physically cruel to animals. . . . . . . . . .    
  (7)  I forced someone to have sex with me. . . . .     
 (8)  I lied a lot. . . . . . . . . . . . . . . . . . . . . . . . . . . .   
 
(9)  I stayed out at night without my parents                  
                   permission. . . . . . . . . . . . . . . . . . . . . . . . . . .  
  (10)  I stole things from others. . . . . . . . . . . . . . .    
        (11)  I set fires. . . . . . . . . . . . . . . . . . . . . . . . . . .    
 (12)  I broke windows or destroyed property. . . . .  
        (13)  I ran away from home overnight 
         more than once. . . . . . . . . . . . . . . . . . . . . .   
       (14)  I began skipping school, a lot, 
         before age 13. . . . . . . . . . . . . . . . . . . . . . . .     
       (15)  I broke into someone’s house,  
         building or car. . . . . . . . . . . . . . . . . . . . . . .   
 
 
 
Thank-you for your time 
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BDI-II – Copyright Questionnaire Items Omitted 
  
 
BAI – Copyright Questionnaire Items Omitted 
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PARENTAL BONDING INSTRUMENT (PBI)  MOTHER FORM 
        
This questionnaire lists various attitudes and behaviours of parents. As you remember your MOTHER in your first 16 
years would you place a tick in the most appropriate box next to each question. 
 
 Very 
like 
Moderately 
Like 
Moderatel
y 
Unlike 
Very 
unlike 
1.  Spoke to me in a warm and friendly voice     
2.  Did not help me as much as I needed     
3.  Let me do those things I liked doing     
4.  Seemed emotionally cold to me     
5.  Appeared to understand my problems and worries     
6.  Was affectionate to me     
7.  Liked me to make my own decisions     
8.  Did not want me to grow up     
9.  Tried to control everything I did     
10. Invaded my privacy     
11. Enjoyed talking things over with me     
12. Frequently smiled at me     
13. Tended to baby me     
14. Did not seem to understand what I needed or wanted     
15. Let me decide things for myself     
16. Made me feel I wasn’t wanted     
17. Could make me feel better when I was upset     
18. Did not talk with me very much     
19. Tried to make me feel dependent on her/him     
20. Felt I could not look after myself unless she/he was around     
21. Gave me as much freedom as I wanted     
22. Let me go out as often as I wanted     
23. Was overprotective of me     
24.Did not praise me     
25. Let me dress in any way I pleased     
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PARENTAL BONDING INSTRUMENT (PBI)  FATHER FORM 
This questionnaire lists various attitudes and behaviours of parents. As you remember your FATHER in your first 
16 years would you place a tick in the most appropriate box next to each question. 
 
 Very 
like 
Moderately 
like 
Moderately 
Unlike 
Very 
unlike 
1.  Spoke to me in a warm and friendly voice     
2.  Did not help me as much as I needed     
3.  Let me do those things I liked doing     
4.  Seemed emotionally cold to me     
5.  Appeared to understand my problems and worries     
6.  Was affectionate to me     
7.  Liked me to make my own decisions     
8.  Did not want me to grow up     
9.  Tried to control everything I did     
10. Invaded my privacy     
11. Enjoyed talking things over with me     
12. Frequently smiled at me     
13. Tended to baby me     
14. Did not seem to understand what I needed or wanted     
15. Let me decide things for myself     
16. Made me feel I wasn’t wanted     
17. Could make me feel better when I was upset     
18. Did not talk with me very much     
19. Tried to make me feel dependent of her/him     
20. Felt I could not look after myself unless she/he was around     
21. Gave me as much freedom as I wanted     
22. Let me go out as often as I wanted     
23. Was overprotective of me     
24.Did not praise me     
25. Let me dress in any way I pleased     
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APPENDIX D: MULTIVARIATE ANALYSES WITH BPD DIAGNOSIS AS A 
CATEGORICAL VARIABLE 
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Multivariate Analysis of Variance 
 
Given that the PDQ4+ has the ability to assign PD diagnoses (though tending 
to overdiagnose PDs), group differences were assessed in regards to variables 
contributing to factor scores in the above MRs. The categorical BPD variable was 
assigned three categories according to scores on the borderline sub-scale of PDQ4+. 
The first group was assigned the category of little to no borderline features and this 
group consisted of PDQ4+ borderline sub-scale scores from 0 to 2 (inclusive). The 
second group was assigned the category of some borderline features and this group 
consisted of participants scoring above two to below five (not inclusive). The third 
group was assigned the category of significant borderline features and this group 
consisted of participants scoring 5 (inclusive) or above on the borderline sub-scale of 
the PDQ4+. This method of classifying participants was so that maximum 
discrimination would be evident. In fact studies in the past have used a similar 
methodology but have excluded participants who would be classified in the “some 
borderline features” in the current study. Non-parametric Mann-Whitney U tests were 
performed on the Sexual Abuse, Physical Neglect, and Physical Abuse variables 
because they seemed to violate the normality assumption and, hence, not appropriate 
for parametric tests. Chi-square tests were also performed with these variables. All 
other analyses were conducted with MANOVA, with BPD status (Little BPD features 
vs. Some BPD features vs. significant BPD features) as the independent variable and 
each of the retrospectively reported childhood experiences as the dependent variables. 
Three separate MANOVAs were performed. The first included all the variables 
contributing to the abusive family environment factor (democratic family style, family 
idealization, family sociability, expressiveness, cohesion, conflict, external locus of 
control, emotional abuse,  emotional neglect, mother care, & father care) as the 
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multiple dependent variables and BPD status as the independent variable. The second 
included mother control, father control, and enmeshment as multiple dependent 
variables (reflecting the factor of controlling parenting) and BPD status as the 
independent variable. The final MANOVA was performed with authoritarian 
parenting and conflict as the multiple independent variables (reflecting the corporal 
punishment factor) and BPD status as the independent variable. However, it must be 
noted that the serious maltreatment and corporal punishment factors included 
dichotomous variables (i.e., sexual abuse, physical neglect, & physical abuse) and, 
hence, where inappropriate as dependent variables in MANOVA. Hence, for the 
originally measured continuous variables of sexual abuse, physical abuse, and 
physical neglect, Kruskal Wallis tests were conducted to test for differences between 
the BPD groups in these abuse categories. Significant Kruskal Wallis tests were 
followed up with Bonferroni-adjusted Mann-Whitney U tests. For the categorical 
variables of sexual abuse, physical abuse, and physical neglect, separate chi-square 
analyses were performed with BPD status to assess the relationship between them.  
Prior to commencement of the MANOVAs, Box’s M tests were performed in order to 
test for the multivariate equality of variances assumption. The Box’s M test for the 
abusive family environment MANOVA was significant (at alpha=.05), thus indicating 
a violation of the homogeneity of variance-covariance matrices, M=221.87, 
F(132,12989.85)=1.42, p<.01. Given that the group sizes in the current study were not 
sufficiently equal, Pillai’s Trace was used as it has been found to be the most robust to 
violations of the homogeneity assumption given unequal group sizes (Hair et al., 
1998). Furthermore, the emotional abuse variable was found to violate the univariate 
homogeneity of variance assumption as indicated by a significant Levene’s test, 
F(2,182)=3.55, p=.03. Hence, results with this variable should be interpreted with 
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caution. All other MANOVAs had non-significant Box’s M and Levene’s tests thus 
indicating no violation of these assumptions. Hence, Wilks’ Lambda are reported for 
these tests. Table D1, below, shows the means and standard deviations of 
retrospectively reported childhood experiences (grouped into their corresponding 
factors) between those the three different BPD groups. 
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Table D1 
Mean Scores and Univariate Statistics on Retrospectively Reported Childhood Experiences For 
Individuals With Differing Levels of BPD Symptomatology 
Childhood Experience 
Variable 
Significant 
Borderline 
Features  
(n=23) 
Some 
Borderline 
Features 
(n=37) 
Little to No 
Borderline 
Features 
(n=125) 
Univariate 
Statistics 
 M SD M SD M SD F(2,182)/ 
Χ
2
(df=2) 
\η
2 
Abusive Family Environment 
Cohesion  14.08 4.68 14.44 3.80 15.98 3.28 3.70* 0.04 
Idealization  11.62 4.24 11.57 4.31 13.94 3.98 6.65** 0.07 
Socialization  13.86 4.03 14.44 3.89 15.90 2.88 4.46* 0.05 
Emotional Neglect  11.72 4.95 11.30 5.70 8.56 4.08 8.09** 0.08 
Expressiveness  12.34 3.62 12.84 3.45 14.17 3.14 4.52* 0.05 
Democratic Family Style  11.21 3.14 11.84 3.56 12.58 3.31 2.13 0.02 
Father Care  19.05 9.51 18.03 10.17 24.53 8.40 4.86** 0.09 
Mother Care  24.96 7.56 26.32 7.53 28.53 7.86 4.51* 0.05 
External Locus of Control 11.38 3.51 10.84 2.95 9.01 2.55 11.28** 0.11 
Emotional Abuse 11.04 4.78 10.86 5.31 7.90 3.62 10.92** 0.11 
Conflict 13.58 4.13 12.89 3.84 11.21 3.34 5.49** 0.06 
Controlling Family Environment 
Mother Control 15.28 8.75 16.43 7.98 13.12 7.53 2.70 0.03 
Father Control 14.97 8.49 14.09 9.04 10.94 7.33 3.50* 0.04 
Enmeshment 11.00 2.94 10.51 3.01 9.67 2.85 2.96 0.03 
Corporal Punishment 
#Physical Abuse ^MR= 107.04 ^MR= 105.61 ^MR= 86.68 ##6.03* NA 
Authoritarian Parenting 14.30 3.10 13.89 3.00 13.04 2.75 2.70 0.03 
Serious Maltreatment 
#Physical Neglect ^MR= 119.74 ^MR= 115.96 ^MR= 81.28 ##21.55* NA 
#Sexual Abuse ^MR= 104.74 ^MR= 100.22 ^MR= 88.70 ##6.85* NA 
Note: 
# Non-parametric tests performed on these variables 
## Represents Chi-square statistic associated with Kruskal Wallis Test 
^Mean Ranking 
*p<.05 
**p<.01 
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 Turning to results regarding perception of abusive family environment during 
childhood, a significant multivariate effect was found for the borderline status 
variable, Pillai’s Trace = .23, F(22, 346)=2.00, p<.01.  Hence, perception of abusive 
family environment during childhood seemed to significantly differ between 
participants with significant, some, or little borderline features. Follow-up univariate 
ANOVAs revealed a significant difference between the groups for all variables 
contributing to the abusive family environment apart from democratic family style 
(see Table D1).  
Student-Newman-Keuls (S-N-K) post hoc tests revealed that the little 
borderline features group obtained significantly lower scores on idealization and 
father care than both the some borderline features group and the significant borderline 
features group which did not significantly differ from each other in idealization and 
father care (alpha=.05). Conversely, participants in the significant borderline features 
group obtained significantly higher mean scores on emotional neglect, emotional 
abuse, conflict, and external locus of control than participants in the some or 
significant borderline features groups (alpha=.05). However, no significant difference 
was evident between the some borderline features group and the significant borderline 
features group in emotional abuse, emotional neglect, conflict, and external locus of 
control.    Significant differences were also evident between those with significant 
borderline features and those with little borderline features in the variables family 
socialization, expressiveness, and mother care with participants from the significant 
borderline features group obtaining significantly higher mean scores in these variables 
when compared to the little borderline features group. However, no significant 
differences were found between participants from the little borderline features group 
and the some borderline features group or the some borderline features group and the 
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significant borderline features group. However, cohesion did not significantly differ 
between the groups according to S-N-K post hoc tests.  
 Turning to results regarding the MANOVA for controlling family 
environment, no significant multivariate effect was found, Wilks’ Lambda = .94, F(6, 
360)=1.91, p=.08, thus suggesting no significant difference in the perception of the 
extent of control in their family environment during childhood. Follow-up univariate 
ANOVAs showed that a significant difference was evident between the groups in 
their perception of the extent of control placed upon them by their fathers during 
childhood. However, follow-up S-N-K post hoc tests revealed that no significant 
differences existed between the groups. Hence, consistent with the multiple regression 
analyses (and the path analysis), perception of familial control seems to have little 
impact on individuals in terms of adult borderline pathology. 
 Results of the MANOVA with two of the three variables contributing to the 
corporal punishment factor (i.e., authoritarian parenting) as joint dependent variables 
and borderline group as the independent variable, revealed a significant multivariate 
effect Wilks’ Lambda=.94, F(4, 362)=2.79, p=.03. However, follow-up univariate 
tests revealed no significant difference between the three groups in their perception of 
authoritarian values in their household but a significant difference was evident 
between the groups in terms of their perception of conflict during childhood. Hence, 
while the multivariate results seemed to reflect a significant difference in perception 
of corporal punishment during childhood, this may have been due to the effects of 
abusive family environment (because only conflict significantly differed between the 
groups and this was more strongly related to abusive family environment in the PCA. 
Given the severe departure from normality for the sexual abuse, physical abuse, and 
physical neglect variables, non-parametric tests (Kruskal Wallis tests) were performed 
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in order to test for differences in these variables between those with a BPD diagnosis 
and those without a BPD diagnosis. Results of these non-parametric Kruskal Wallis 
tests revealed a significant difference in the mean rankings between the BPD groups 
in physical abuse, sexual abuse and physical neglect (see Table D1). However, 
follow-up Bonferroni-adjusted Mann-Whitney U tests revealed no significant 
differences between the groups for physical or sexual abuse, however, the mean 
rankings of physical neglect of those from the significant and some borderline 
features groups were found to be significantly higher than the little borderline features 
group. However, no significant difference was found between the significant and 
some borderline features groups. 
 To examine the relationship between BPD status (little vs. some vs. significant 
borderline features) and physical abuse, sexual abuse, and physical neglect in more 
detail, chi-square analyses were performed with physical abuse (none to low vs. 
moderate to severe), sexual abuse (reported vs. not reported), and physical neglect 
(none to low vs. moderate to severe) as separate independent variables and BPD status 
(little vs. some vs. significant borderline features) as the dependent variable. Results 
of the chi-square analyses revealed no significant relationship between BPD status 
and physical abuse, Χ
2
(N=185)=2.96, p=.23. However, examination of the 
standardized residuals revealed a trend in the data with 20.7% of participants 
reporting moderate to severe physical abuse during childhood being in the significant 
borderline features group compared to only 10.9% of those reporting none to low 
childhood physical abuse being in the significant borderline features group. However, 
it must be noted that one cell had an expected count less than five thus these results 
should be interpreted with caution.   
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However, the relationship between BPD and sexual abuse was significant, 
Χ
2
(N=185)=14.63, p<.01. Examination of the standardized residuals between sexual 
abuse and BPD status revealed that only 2.4% of participants from the little borderline 
features group reported a history of childhood sexual abuse while 18.9% of those 
from the some borderline features group reported childhood sexual abuse and 21.7% 
of those from the significant borderline features group reported some form of 
childhood sexual abuse. However, two cells had expected counts less then five thus 
this may have had an effect on the chi-square statistic.  
Finally, the relationship between BPD status and physical neglect was 
significant, Χ
2
(N=185)=12.74, p<.01. Examination of the standardized residuals 
revealed that, only four per-cent of participants from the little borderline features 
group reported childhood physical neglect compared to 21.6% of participants from the 
some borderline features group and 17.4% of participants from the significant 
borderline features group. However, two cells had expected counts less than five. 
Multivariate Analysis of Covariance 
 Given that the MANOVA with the abusive family environment variables was 
significant thus suggesting that dysfunctional family environment may play an 
aetiological role in the development of borderline pathology, a MANCOVA was 
performed with the factor scores for the schemas and dysfunctional beliefs as 
covariates. Results of this analysis revealed that abusive family environment no 
longer significantly differed both multivariatly or univariately. Hence, schemas and 
dysfunctional beliefs seem to mediate the relationship between dysfunctional family 
environment and borderline pathology. 
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APPENDIX E: HISTOGRAMS 
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Note: Histograms on the left represent untransformed variables while histograms on 
the right are histograms for transformed variables. Table E.1 below shows the type of 
transformations performed on each variable. 
 
Table E.1 Type of Transformations Used for Each Variable 
 
Variable Transformation 
Used 
Variable Transformation 
Used 
DAST-10 None CTQ-Childhood 
Physical Abuse 
None 
AUDIT Log10 CTQ-Childhood 
Sexual Abuse 
None 
EAT-26 Square root CTQ-Childhood 
Physical Neglect 
None 
PCL-C Log10 CTQ-Childhood 
Emotional Neglect 
Log10 
PBI-Mother Care Log10 YSQ-Emotional 
Deprivation 
Log10 
PBI-Mother Control Square root YSQ-
Abandonment 
Log10 
PBI-Father Care Square root YSQ-
Mistrust/Abuse 
Log10 
PBI-Father Control Square root YSQ-Social 
Isolation 
Log10 
FFS-Cohesion Square root YSQ-
Defectiveness/Sha
me 
None 
FFS-Conflict Square root YSQ-Failure Log10 
FFS-Expressiveness Square root YSQ-
Dependence/Inco
mpetence 
None 
FFS- External Locus None YSQ-Vulnerability 
to Harm/Illness 
Log10 
FFS-Family Sociability Square root YSQ-Enmeshment Log10 
FFS-Democratic Family 
Style 
Square root YSQ-Subjugation Log10 
FFS-Authoritarian Family 
Style 
None YSQ-Self 
Sacrifice 
None 
FFS-Enmeshment Square root YSQ-Emotional 
Inhibition 
Square root 
PDQ4+-Paranoid 
Personality Disorder 
None YSQ-Unrelenting 
Standards 
None 
PDQ4+-Schizoid 
Personality Disorder 
Log10 YSQ-Entitlement Log10 
PDQ4+-Schizotypal 
Personality Disorder 
Log10 YSQ-Insufficient 
Self Control/Self 
Discipline 
Square root 
PDQ4+-Histrionic 
Personality Disorder 
Square root PBQ-B Square root 
PDQ4+-Narcissistic 
Personality Disorder 
Log10 PDBQ-B Log10 
PDQ4+-Borderline 
Personality Disorder 
Log10 BDI-II Square root 
PDQ4+-Antisocial 
Personality Disorder 
Log10 BAI Log10 
PDQ4+-Avoidant 
Personality Disorder 
Square root   
PDQ4+-Dependent 
Personality Disorder 
Square root   
PDQ4+-Obssessive-
Compulsive Personality 
Disorder 
Square root   
CTQ-Childhood Emotional 
Abuse 
Log10   
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